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STANNOSIS 


Owing to Inhalation of Tin Dust and Fume 


Benign Pneumoconiosis 


I. Environmental and Experimental Studies 


HERMAN OYANGUREN, M.D., RICARDO HADDAD, Ch.E., and 
HERMAN MAASS, Ch.E. 
Department of Industrial Hygiene and Occupational Medicine 
National Health Service 


Santiago, Chile 


t is well known that a certain number of (SnO.) and the stannous (SnO), and since in- 





materials in use in industry and produced 

in mining operations are capable of causing 

evident pulmonary damage and/or important 
roentgenological changes. These alterations may 
lead to a variable degree of impairment of work- 
ing capacity. 

Silicosis is undoubtedly the most important 
and notorious pneumoconiosis because of its high 
incidence and the disability with which it is 
frequently associated. It must be emphasized, 
though, that not every pneumoconiosis is sili- 
cosis, as is frequently and erroneously assumed 
when diagnosing pulmonary nodulation produced 
in a dusty atmosphere. The lack of widespread 
knowledge of the different kinds of exposure, 
of the composition of different industrial and 
mining dusts and of the existence of other pul- 
monary diseases capable of simulating silicosis 
explain these misapprehensions. Among the con- 
ditions which resemble silicosis one of the least 
known and frequently misdiagnosed is stannosis 
resulting from the inhalation of tin oxide. Since 
there are two forms of this oxide, the stannic 
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dustrial cases seem to have arisen only from the 
former, the more precise term employed by Dun- 
don and Hughes,*® stannic oxide pneumoconiosis, 
probably should be used. Nevertheless, we have 
chosen to continue in the use of the older and 
shorter term, stannosis. 

In 1948 Pendergrass and Pryde! described 
one case of benign pneumoconiosis secondary to 
tin oxide inhalation, contending that previously 
described cases of pneumoconiosis among tin 
miners actually have been silicosis. In their 
general aspects the radiologic changes in the re- 
ported case resembled silicosis, with the differ- 
ence that in the stannosis case there was a much 
greater density of the nodules and glands, but 
an absence of parenchymal fibrosis. Even so, a 
certain differentiation between the two condi- 
tions depended upon the occupational history 
and an analysis of the dust in the work environ- 
ment which produced the case. This dust was 
essentially pure tin oxide without traces of 
silica (SiO.). 

Cutter, Faller, Stocklen and Wilson? in 1949 
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described two new cases of stannosis in sub- 
jects exposed over 20 years to finely powdered 
tin oxide derived from scrap material. The final 
product contained 96-98% of tin oxide with only 
0.4% of silica. After calcination, 99% of the 
particles were less than three microns in di- 
ameter. The radiographical aspect of both cases 
was similar to that described in the previous 
paragraph, with nodules 1-2 mm in diameter 
and of great opacity. In both cases pulmonary 
ventilation tests were unaltered and no important 
symptomatology was present. 

In 1950, Dundon and Hughes* reported the 
first case with a necropsy and complete histo- 
pathological study. This occurred in a 72 year 
old worker exposed for 18 years to tin oxide at 
a recuperation furnace, who died from metastatic 
carcinoma, primary in the prostate. He had been 
exposed both to foundry fume and to the finely 
divided dust of the final product. Roentgeno- 
logically both lungs were studded with 1-2 mm 
nodules of a density comparable to that of lipio- 
dol, without any important adenopathies. In 
the necropsy the lungs were soft, crepitating 
and easily compressed. On cutting there was a 
honeycomb appearance with narrow dark gray 
to black pigmented zones outlining and encircling 
the slightly dilated airspaces. The most im- 
portant microscopic finding was the presence of 
a dark brown or black pigment in alveolar walls, 
interalveolar septa, interlobular septa, peri- 
bronchial and perivascular tissues, and subpleural 
lymphatics. The pigment accumulation was maxi- 
mal in areas of most marked emphysema. The 
collagenous tissue surrounding the pigment-laden 
lymph vessels was somewhat augmented, but 
there was no nodular formation or hyalinization. 
Incinerated lung tissue examined under polarized 
light had large amounts of birefringent partic- 
ulate matter which was demonstrated to be a 
tin compound. X-ray diffraction analysis proved 
this compound to be stannic oxide (Sn0O.). 
Whole lung tissue contained 1.46% of stannic 
oxide, with a concentration of 13.4% of this 
substance in the ash. The silica content of lung 
tissue and lymph nodes was within the range 
usually considered to be normal. The authors 
conclude that stannic oxide may be included in 
the category of inert dusts, and they justify 
the designation of benign pneumoconiosis for 
the resultant lung alteration which follows its 
inhalation. The degree of fibrosis observed was 
not greater than that found in ordinary anthra- 
cosis, and by no means could explain the shadows 
present in x-ray films. These authors also re- 
ferred to the experiment reported by Pender- 
grass and Pryde! in which it was clearly dem- 
onstrated that a suspension of tin oxide intro- 
duced into a detached dog lung by bronchial in- 
sufflation and by bronchial artery injection re- 
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sulted in roentgenographic opacities that could 
not have been indicative of fibrotic changes. Dun- 
don and Hughes® concluded that tin oxide is a 
material of low toxicity, and its marked in- 
solubility is an important factor in its per- 
sistence in the lungs for years without being 
eliminated or absorbed. 

Other reports bear out the observation that 
the pneumoconiosis of tin oxide is a benign pro- 
cess without clinical symptoms, radiologically 
characterized by dense nodulation associated 
with little or no increase of hilar density and 
no parenchymal fibrosis. Prominent among such 
reports are those of seven cases by Bartak, 
et al.4 (Prague); one case by Spencer and Wy- 
coff;5 and 121 cases among workmen exposed to 
tin oxide in a Liverpool foundry (Perry,® quot- 
ing Robertson and Whitaker.’?) The last of these 
reports included two cases with autopsy, in which 
lymphatic deposit of tin oxide with fibrosis was 
demonstrated. A conclusion to be drawn from 
these reports is that stannosis is apt to be caused 
by air borne tin oxide in its fume state rather 
than as a dust. 

The finding of a clinical case whose x-ray film 
showed abundant and dense nodulation in a 
worker not exposed to silica led to an environ- 
mental study of the industry of origin. The re- 
sults of this plant study together with those 
of some experimental studies led to a diagnosis 
of stannosis in the case in question and comprise 
the subject of the present article. The clinical 
features of the case and of nine others sub- 
sequently found in the same industry are pre- 
sented in the paper which follows. 


Environmental Study of the Foundry 


The foundry in which the present study was 
conducted is part of a large metallurgic indus- 
try in Santiago, Chile, in which Bolivian tin 
ore concentrate is reduced to metal bars. During 
the successive stages of this process there is 
production of dust and fume with a high con- 
centration of tin. 

Composition of the parent concentrate: It is 
composed mainly of tin, with smaller quantities 
of other metals and impurities, the principal of 
which are detailed in Table I. 


TABLE 
COMPOSITION OF THE PARENT CONCENTRATE USED IN 
A TIN FOUNDRY, SANTIAGO, 1956 





Sn. metallic 58.4% 
Sn. soluble 0.07% 
Fe 9.7% 
Ss 2.0% 
Zn 0.47% 
Sb, Pb, Cu and As traces 
SiOz 1.0% 
Unidentified elements 28.0% 





Foundry: The foundry is a large building 
divided into three sections, one with hydrochloric 
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acid tubs and drying trays, another with mills 
and a third one with three electric furnaces, 
briquet-making presses and casting tables. 

Operations: The parent concentrate is ground 
in a mill enclosed in a hermetical room, from 
where it is poured out into the hydrochloric 
acid tubs, where iron chloride is formed and 
eliminated by washing. The concentrate is next 
dried on warmed trays and mixed with vegetable 
coal, borax, sodium borate and calcium carbonate 
to be ground again. It is then mixed with sodium 
sulphide, caustic soda and molasses which give 
it an appropriate consistency for pressing it into 
briquets. These are smelted in the electric fur- 
naces and the metal is cast into bars. 

Personnel: The workmen are classified into 
the following specialties; (a) grinders or millers, 
(b) iron leachers, in charge of the acid treat- 
ment of the concentrate, (c) briquet-makers, 
who mix the material after the second grinding 
and press it into briquets, (d) smelters, operating 
the electric furnaces, and (e) casters, who dis- 
tribute the molten metal into casts. 

Because of limited production the personnel 
work for six months a year at the foundry and 
spend six months in other sections of the plant. 
At every new period of foundry operation the 
workers are changed, with the exception of two 
grinders, two smelters and one briquet-maker, 
who are highly specialized and insure the good 
performance of the foundry. 

Environmental studies: Dust is evolved in 
great quantity during the step in which ore is 
ground into fines, but this process is housed in 
a hermetical room. Lesser amounts of air-borne 
dust are evolved at the subsequent grinding and 
mixing step, preparatory to the fashioning of 
briquets. When the briquets are first subjected 
to heat within the furnace there is a great pro- 
duction of fume that finds its way into the shop 
air, but the quantity of fume released diminishes 
shortly thereafter. 

The composition of parent concentrate as re- 
ceived at the plant is essentially tin with traces 
of silica. The treatment steps effect an increase 
in the concentration of tin and a decrease in 
the silica content, as shown in Table II. 








TABLE II 
PROPORTIONS OF TIN AND FREE SILICA CONTENT IN 
CONCENTRATE AT SUCCESSIVE STAGES 
TIN FouNDRY, SANTIAGO, 1956 
Tin Silica 
Percentage Percentage 





Process Stage 





Parent Concentrate 58.0 1.0 
After First Stage 59.4 0.8 
After Second Stage 65.0 0.2 





Representative dust concentrations in the work 
area outside the hermetical room and the area 
of secondary grinding are shown in Table III. 
Considering the low silica content of the sub- 


September, 1958 


stances (0.2-1.0%) these values are below the 
concentrations which can cause a Silicotic re- 
action. 

The concentration of fume-sized particles in 
the vicinity of the furnace at the beginning of 
the smelting process was high but dropped off ra- 
pidly with the passage of time (also shown in 
Table III). The intensive fuming at the furnace 
lasts only a small fraction of the work day. 


TABLE III 
Dust COUNTS IN PLANT AIR 
TIN FOUNDRY, SANTIAGO, 1956 


Particles 
(per cubic foot) 














Section Phase of Process 





Ambient air outside the 
closed rooms containing 


Mill section 


the mills 20,000,000 
Press section During pressing of ma- 
terial into briquets 15,000,000 


At the initiation of the 
smeit:ng process 

During the smelting 
process 


Furnace section 
226,000,000 
Furnace section 
7,000,000 








The fume at the furnaces contains relatively 
high proportions of tin, a nonhazardous con- 
centration of lead, and traces of zine and iron 
as shown in Table IV. 


TABLE I 
CONTENTS OF METALS IN FURNACE ROOM AIR 
TIN FOUNDRY, SANTIAGO, 1956 




















Furnace Milligrams/M3 Air 
Sn Pb Zn Fe 
No. 1 14.9 0.1 Trace Trace 
No. 2 8.6 0.02 Trace Trace 





Summary of Environmental Study 


The foregoing data indicate that in the 
studied foundry there is an exposure to dust of 
high tin and low silica content, and to fume 
rich in tin. The free silica content of these 
materials is low, and is of no pathogenic activity. 

The benignity of tin penumoconiosis and the 
absence of other toxic effects explain the fact 
that there are no determinations of a maximal 
allowable concentration. Besides, the number of 
described cases with an adequate environmental 
study is scarce, not permitting the establishment 
of even an approximate critical level of air 
pollution. 


Experimental Study: Peritoneal Reaction to 
Tin Concentrate Dust 


To define more clearly the effect of the dusts 
elaborated in this industrial process, suitable 
suspensions were injected intraperitoneally into 
guinea pigs according to the method of Miller 
and Sayers,’ modified by Rodriguez and Oyan- 
guren.? Dust particles less than 10 microns in 
diameter were produced by passage through a 
silk screen of samples of the parent concentrate, 
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Figure | 
Inert type of reaction produced 30 days after the in- 
jection of tin concentrate dust into the peritoneal 
cavity of the guinea pig: inflammatory nodule consti- 
tuted by histiocytes, fibroblasts and small blood vessels 
surrounding dust depositions. 


the concentrate after acid treatment and briquet 
material. Eighteen animals were used for each 
of the three materials, and were sacrificed 30, 
60 and 90 days after injection in groups of six 
for each material. Two lateral incisions meeting 
over the pubis transformed the ventral abdominal 
wall into a flap which could be turned over, lay- 
ing open the peritoneum and omentum for in- 
spection. These regions show most of the lesions 
because of gravitational accumulation of the 
injected material. 

With the described method three kinds of re- 
sults are possible, depending on the type of the 
injected dust. 

Absorption reaction: The material is deposited 
in the peritoneum as colored nodules which 
gradually diminish in size and eventually dis- 
appear. Histologically there is a traumatic necro- 
sis which is replaced ad integrum by normal 
tissue. 

Inert reaction: The dust is gathered in flat- 
tened nodules which show practically no change 
for months. Occasionally peritoneal adhesions 
are observed. Histological examination shows 
abundant macrophages with subsequent fibro- 
blastic reaction. No necrosis is observed. 

Proliferative reaction: The nodules are raised, 
and progressively increase in size. Peritoneal 
adhesions are frequent. Microscopic examination 
shows fibroblastic reaction with predominance 
of adult connective tissue cells. Necrosis is 
present and many nodules become calcified in 
the course of time. 

Generally the three types of reaction are not 
found in a pure form, because of the mixed 
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nature of industrial dusts. It has been possible, 
nevertheless, to establish a certain relationship 
between the experimental peritoneal reaction for 
a given industrial dust and its effect upon the 
lungs of workmen exposed to its inhalation.!!:!" 
It may be stated that no pneumoconiosis has been 
described in workers exposed solely to dusts 
leading to absorbable reaction; inert dusts lead 
to a benign type of pneumoconiosis, especially 
evident when the material is radio-opaque; and 
dusts responsible for the proliferative peritoneal 
reaction (silica) lead to malignant types of 
pneumoconiosis. 

In the present study the reactions were prac- 
tically the same in the three groups of animals 
inoculated with the three different dusts found 
through the stages of processing the tin con- 
centrate. No difference could be detected in re- 
lation to the periods of observation of 30, 60 or 
90 days. Macroscopic examination showed tawny- 
gray nodules, 5-10 mm in diameter, mostly flat- 
tened with a few slightly raised ones. Consist- 
ency was slightly augmented. Peritoneal adhe- 
sions were observed with the three kinds of dust, 
with no variation in relation to the period of 
observation. 

The histopathological examination revealed 
that nodules were chiefly formed by the foreign 
material, present as a dark pigment mixed with 
refringent crystals. In some cases the substance 
seemed to be included inside macrophages, com- 
parable to the “dust cells” of pulmonary anthra- 


cosis. The dark color of the pigment did not 
permit a clear observation of cellular structures 





Figure 2 
Proliferative type of reaction 15 days after the in- 
jection of dust with 59 quartz into the peritoneal 
cavity of the guinea pig: fibroblastic reaction with 
predominance of adult connective tissue cells, central 
necrosis and typical layer structure peculiar of silicotic 
nodules. 
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so that this inclusion could not be ascertained. 
In any event, the greater part of the material 
was extracellular, enclosed in a_ nonspecific, 
chronic granulatory tissue which was well vas- 
cularized, rich in histiocytes and sometimes 
fibrocytes, but with scarce tendency to develop 
collagen fibrils. Neither foreign body cells nor 
necrosis could be found. The findings correspond 
to what is known as inert reaction. This was the 
kind of reaction to be expected according to the 
chemical composition of the dust. The works of 
Miller and Sayers*:!" and McCord, et al.'! permit 
the prediction that the tin concentrate dust, inert 
for the peritoneum, will behave in the same 
manner in the human lung which inhales it. 


Comment: 

The fate of inhaled particulates which are 
deposited in the lung depends upon the chemical 
nature of the material deposited. In contrast to 
the fibrotic response to particles of free silica, 
numerous insoluble metallic and nonmetallic 
dusts are deposited with little or no fibrotic 
reaction despite their locations in alveolar walls 
and interalveolar septa, peribronchial and peri- 
vascular lymphaties, and tracheobronchial lymph- 
nodes. In such cases there may be nonfibrotic 
cellular infiltration and secondary lymphatic en- 
gorgement which in turn are responsible for 
increased bronchovascular markings in the roent- 
genogram, constituting what Gardner designated 
as benign pneumoconiosis. When the inhaled 
material is radio-opaque as is the case of iron, 
barium and tin, the roentgenographic changes 
are further accentuated by the contrast deposits 
in lymphatic tissue. The process has been pro- 
duced experimentally by Vorwald, et al.'* and 
demonstrated histopathologically in human cases 
of siderosis. The present experimental study 
establishes that an inert, nonfibrotic response 
is produced by tin in the animal peritoneal 
cavity. Robertson’s‘ experiments demonstrated 
a similar response in rat lungs to inhaled tin 
oxide dust. 

Presently there are few autopsy records of tin 
pneumoconiosis in men. Bartak, et al.* quoted 


by Dundon and Hughes* described the lung al- 
terations in a tin smelter who died of a gastric 
cancer; Robertson and Whitaker’ quoted by 
Perry® communicated two cases in tin smelter; 
and Dundon and Hughes? described another in 
a man who died of prostatic cancer. In these 
observations it is worthwhile to emphasize two 
facts; the cases were mostly exposed to foundry 
fume, and the pulmonary lesions were all of the 
inert type as previously described. 


Conclusions 


There is an evident environmental pollution 
with tin dust and fume in the studied foundry, 
which converts ore concentrate into metallic 
bars. 

The experimental study of the peritoneal re- 
action in guinea pigs, locally injected with dusts 
from the various stages of the process, shows 
an inert type of reaction. This is in agreement 
with the low silica content (0.2-1.0% ) and high 
proportion of tin in the analyzed dusts. 

With the data derived from the environmental 
and experimental study, it may be expected that 
the cases of pneumoconiosis found in a simul- 
taneous clinical study of the personnel of this 
foundry will correspond to what Gardner,!* and 
Pendergrass and Pryde! described as_ benign 
pneumoconiosis. The term derives from a lack 
of significant secondary fibrosis and of symptoms 
that may limit the physical capacity of the 
workmen. 
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Human Relationships 


What is the doctor’s major concern? According to Dr. Ernest Dichter, New York 
motivation researcher, it is a problem the physician shares equally with the patient — 
“they often do not understand each other.” Dr. Dichter offered this advise to the 


physicians: 1. 


Relax and learn to accept your material aspirations as well as your 


ideals. 2. Recognize the patient’s right to information about his diagnosis and treat- 
ment. 3. Establish a continuous relationship with the patient by reminding him of the 
need for regular examinations to safeguard his good health. 4. Meet the fee question 
honestly. 5. Recognize and live up to your role as a community leader and public 
figure. “These steps,” Dr. Dichter said, “will produce more mature doctors and more 


mature patients.” 


September, 1958 


—From Journal of American Geriatrics Society, July, 1958. 
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STANNOSIS 


Owing to Inhalation of Tin Dust and Fume 


II. Clinical Study 


Benign Pneumoconiosis 


PEDRO SCHULER, M.D., EDGARDO CRUZ, M.D., 
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ALEJANDRO VALENZUELA, M.D., M.P.H. 
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Santiago, Chile 


A? mentioned in the preceding paper, the find- 
ing of a case of pneumoconiosis in a work- 
man with no significant exposure to silica led to 
an environmental and experimental study that 
established the case as one of stannosis or tin 
pneumoconiosis. In order to acquire some ex- 
perience regarding the clinical picture of this 
infrequent technopathy, all available workers 
who had been exposed to the same work environ- 
ment were clinically studied. 


Method 


Clinical studies were made of 19 workmen 
selected on the basis of- exposure to tin oxide 
dusts and fumes at the plant under investigation. 
The following procedures were accomplished for 
each person studied: anamnesis, physical exam- 
ination, occupational history in relation to the 
environment under study, clinical laboratory 
tests (hemogram), globular sedimentation rate, 
Kahn reaction, and complete urine analysis, 
pulmonary function tests and chest roentgeno- 
gram. 

The pulmonary function tests were accom- 
plished without previous reference to the degree 
of pneumoconiosis revealed radiologically. Timed 
vital capacity curves were analyzed quantita- 
tively and qualitatively. Resting ventilation and 
maximal] breathing capacity were measured with 
a Tissot spirometer using an open circuit with 
a high velocity valve. From these data ventilatory 
reserve was calculated as a percentage of the 
maximal breathing capacity. All volumes were 
corrected to standard conditions and expressed as 
percentages of the theoretical values calculated 
from the regression formulas of Baldwin, Cour- 
nand and Richards.! In order to minimize the 
likelihood of simulated disability for compensa- 
tion purposes, the patients were falsely informed 
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that greater air volumes meant greater disabil- 
ity, and the tests were repeated until constant 
values were obtained. 

One or more standard chest roentgenograms 
(85 x 35 cm) were made for every subject, and 
magnified roentgenograms were made of the 
more involved pulmonary zones. An arbitrary 
classification of roentgenographic changes into 
three stages developed, for possible correlations 
with exposure histories and pulmonary function 
changes, as follows: First stage; evident nodula- 
tion in both lung fields. Second stage; nodulation 
covers the totality of both lungs (Figures 1 and 
2). Third stage; nodules acquire a metallic 
density with an aspect of lipoidal droplets 
(Figures 3 and 4). 


Observations 


Nineteen workmen were studied clinically ac- 
cording to the plan described. In no case was 
there an impairment of pulmonary function or, 
for that matter, a work disability from any 
clinical cause. Meaningful changes occurred only 
in chest roentgenograms. On this basis one per- 
son was classified as completely normal, eight 
were classified as stannosis suspects and 10 were 
considered to have tin oxide pneumoconiosis. 
The pertinent observations on these 19 persons 
are summarized in a series of tables. 

Age and Sex: The population of this group 
was of male sex and predominantly young, as 
shown in Table I, in which it may be seen that 
two-thirds of the persons are under 30 years of 
age. No influence of age upon the incidence or 
degree of the technopathy could be demonstrated, 
except as years of employment increased with 
age. 

Time of Exposure: In Table II the degree of 
stannosis and the time of exposure are related, 
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Figure | 
Second Stage Stannosis 


to determine if the generally observed direct 
influence of the time factor on the occurrence of 
occupational disease is also present in this con- 
dition. In terms of the arbitrary classification 
of chest roentgenogram changes, persons with 
less than three years’ exposure may be classified 
either as normal or suspects, but do not present 
pulmonary nodulation. After three years’ ex- 
posure to the environmental conditions of the 
plant under study, nodular stannosis was found 
in all cases, and advanced stages occurred with 
increasing frequency as years of exposure in- 
creased. 

Type of Exposure: Of the 10 workmen who 
showed the roentgenographic changes of stan- 
nosis, six had been exposed essentially to tin 
oxide fume, and of these four had the most ad- 
vanced changes. One man probably had _ been 
exclusively exposed to tin oxide dust, and he 
had first stage stannosis. The remaining three, 
with mixed exposure, had varying degrees of 
change. These observations concur with other 





Figure 2 
Second Stage Stannosis 
(Same case, magnified roentgenogram} 
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Figure 3 
Third Stage Stannosis 


published case reports in which only one case is 
ascribed to tin oxide dust, the rest being attri- 
buted to fume exposures. 

Subjective Symptoms: Six of the affected sub- 
jects were totally asymptomatic, two had mod- 
erate anorexia, one had cough with serous ex- 
pectoration, and one experienced scapular pain. 
None of these complaints may be considered 
specific since they were not consistently present. 
All publications emphasize this lack of symptoms, 
which clearly points to the benignity of this 
technopathy. 

Physical Findings: The physical examinations 
revealed, in general terms, no findings of signi- 
ficance except an elevated blood pressure reading 
of 160/100 mm Hg. in one person. In particular, 
there were no abnormal lung findings. 

Clinical Laboratory Findings: Tables III and 
IV summarize the laboratory findings in 10 
cases of stannosis. The hemograms and sedimen- 
tation rates were within normal limits. In three 
instances there were traces of albumin in the 





Figure 4 
Third Stage Stannosis 
(Same case, magnified roentgenggram) 
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TABLE I 
NINETEEN WORKMEN EXPOSED TO INHALATION OF TIN 
OXIDE FUMES AND DUST, SANTIAGO, CHILE, 1956 
DIAGNOSIS BY AGE GROUPS 





Age groups (in years) 
under 20 21-30 31-40 41-50 over 50 


Diagnosis 














Normal 

Suspects 5 

Stannosis, Ist stage 2 

Stannosis, 1st to 2nd stage _— 1 
1 
1 


| 


Stannosis, 2nd stage — 
Stannosis, 2nd to 3rd stage — 
Stannosis, 3rd stage — 





| 
ipee 


ialvndea 


Total ) 2 11 1 





urine. The blood Kahn reaction was normal in 
all cases. 

Electrocardiogram: No pathological ECG al- 
teration was observed except in one case (H.P. 
O.) who had a slightly abnormal tracing. A 
group of the patients (A.A.H., M.A.M., L.D.T., 
and O.B.P.) presented concave elevation of the 
ST segment with positive, high voltage T waves 
in the first, second and left pre- 
cordial leads. Two other cases 
(O.C.C. and O.P.D.) show the TEN 
same change to a lesser degree. 
These findings do not in them- 


selves indicate pathology, but Name Stage 


their incidence in this group is a.a.H. I 
rather high. Before developing ge 
a definite opinion in this regard  0.c.c. I-11 
it would be necessary to obtain rey ip 
electrocardiograms of nonpneu- _D.P.O. II 
moconiotic workers laboring in eon ie 
similar conditions. This pattern, H.P.o. II 


plus the bradicardia observed in 
some cases, may be only the electrical expression 
of hearts of young, heavy-working individuals. 

An observation that points against a direct 
relation between the described electrocardio- 
graphical changes and the technopathy is the 
complete absence of such alterations in the two 
most advanced cases of stannosis (D.M.H. and 
H.P:0.). 

Radiological Study: Together with the en- 
vironmental study and occupational history, pul- 
monary radiography is undoubtedly the most 
useful diagnostic element. The first’ alteration 
seems to be an increase of bronchovascular mark- 


a Ee . — 


TABLE II 
NINETEEN WORKMEN EXPOSED TO INHALATION OF TIN 
OXIDE FUMES AND Dust, SANTIAGO, CHILE, 1956 
DIAGNOSIS BY TIME OF EXPOSURE 











ae Time of Exposure (in years) 
Diagnosis Under 3 3-5 6-8 9-11 over12 Total 








Normal 1 one eel ee ie 1 
Suspect s _- —- — _ g 
Stannosis, Ist stage - 1 1 — 1 é 
Stannosis, lst to 2nd stage 2——-—_— = 2 
Stannosis, 2nd stage — 1 1 1 — 3 
Stannosis, 2nd to 3rd stage — — 1 _ — 1 
Stannosis, 3rd stage — _ — 1 1 
Total 9 4 3 1 2 19 
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Radiol. 


ings. Hilar thickening, of difficult evaluation, is 
to be found in early cases. In a more advanced 
stage well defined nodular elements begin to 
appear, first in the right middle third and then 
in the same zone of the left lung. These nodules 
are of little density and practically indistinguish- 
able from those produced by silicosis, hemato- 
genous tuberculosis or other nodular pulmonary 
diseases. Only a careful occupational history in 
relation to an environmental and, if possible, 
experimental study may lead to the accurate 
diagnosis. 

Subsequently the nodular shadows appear in 
the rest of the lung fields, progressing from the 
central to the higher and lower portions of both 
lungs. Simultaneously there is a gradual reduc- 
tion of bronchovascular markings. If exposure 
continues, accumulation of tin oxide gives a 
metallic density to part of the nodules which 
then acquire an appearance of lipoidal droplets. 
When observing the chest film of an advanced 


TABLE III 
CASES OF STANNOSIS, SANTIAGO, CHILE, 1956 
HEMATOLOGIC FINDINGS 


red cells Hb. 





million/m*® gms. Leuco. Bas. Eos. Bal. Seg. Lym. Mon. 
4.74 13.5 5.400 2 4 5 55 30 4 
4.51 13.0 7200 1 1 7 62 19 10 
4.98 14.5 7200 1 1 3 61 28 6 
4.81 14.0 6240 g 6 3 48 31 10 
4.60 14.0 6800 0 2 4 56 33 5 
5.14 14.5 6460 2 3 4 59 27 
5.10 15.0 7200 0 2 6 53 34 5 
4.82 14.0 9130 0 5 4 56 29 6 
5.02 14.5 6400 2 3 2 58 29 6 
14.5 11200 0 2 9 63 33 3 


4.88 


case, attention is drawn to the great number of 
nodules of widely varying opacity. 

Seen with magnification, the more dense ele- 
ments no longer show a smooth contour but an 
irregular one with an asteroid aspect. Some of 
them contact with others and form trabecules 
which encircle portions of normal or less densely 
nodulated parenchyma. In this stage bronchovas- 
cular markings have practically disappeared. 

The observed radiological characteristics lead 
to the classification described earlier which con- 
siders the first stage as that in which the first 
nodules appear in the middle portions of both 
lungs, usually with some increase of broncho- 
vascular markings. The second stage is marked 
by the extension of the nodulation to the whole 
of the lungs and the presence of the first elements 
with metallic density. The third is characterized 
by the predominance of the denser elements and 
the gradual disappearance of the bronchovascular 
markings. 

Lung Function Tests: All the registered values 
for vital capacity and maximal breathing capa- 
city were found to be within ‘normal’ limits 
and, in general, above average (Table V). There 
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“TABLE IV 
TEN CASES OF STANNOSIS, SANTIAGO, CHILE, 1956 
GENERAL LABORATORY FINDINGS 


Radio]. Globular se. Urine 
Name Stage Sed. rate Kahn sp.gr. Alb. Erythroc. 
A.A.H. I 3-9 mm. (—-) 1.019 (—) (—) 
M.A.M. I 1-3 ( ) 1.023 ( ) ( ) 
S.P.E. I 2-5 (==) 1.026 (—) Cc) 
0.C.C. I-II 3-8 (—) 1.014 Tr (—) 
L.D.T. I-II 1-4 (—) 1.028 Tr Searce 
J.H.A. II 1-3 (—) 1.012 (—) (—) 
D.P.O. II 1-4 (—) 1.016 (—) ¢) 
D.S.P. II 10-31 (—) 1.022 Tr Scarce 
J.H.A. II-III 2-5 (—) 1.012 (—) =} 
1-2 (—) 1.016 ( ) ( ) 


H.P.O. II 
is no evident relation between the degree of 
radiological involvement and the grade of per- 
formance in these tests. 

Some of the vital capacity tracings showed a 
slowing of the air current in the final portion 
of the expiration. In no case was this slowing of 
air current present in the initial or middle por- 
tions of expiration to suggest the presence of 
an obstructive factor. Furthermore, the cases 
showing the final expiratory slowing of air flow 
did not, consistently, associate with lower maxi- 
mal breathing capacities as happens in cases of 
chronic obstructive emphysema or of bronchiolar 
stenosis. Ventilatory reserves were normal in 
all the cases. 

The lack of evident alterations in these ventila- 
tory tests permits the conclusion that no signifi- 
cant degree of obstructive emphysema or of 
diffuse pulmonary fibrosis existed in the studied 
cases. 

The only type of pulmonary function altera- 
tion which could escape detection with the em- 
ployed methods, at least on a theoretical ground, 
would be impaired diffusion of the alveolocapil- 
lary block type such as is found in asbestosis 
and berylliosis.2 This possibility is being studied 
in the cases presented. 


TABLE V 

NINETEEN WORKMEN EXPOSED TO INHALATION OF TIN 
OXIDE FUMES AND DusT, SANTIAGO, CHILE, 1956 

RADIOLOGICAL DIAGNOSIS BY LUNG FUNCTION TESTS 


Resting Max. Ventila- 

Radiolog. Ventil. Vital Breath tion Re- 

Name Diagnosis L./min/m* Capacity Capacity serve % 
E.C.V. normal 1.8 90 92 92 
C.8.F. suspect 6.1 97 95 95 
D.M.C. suspect 1.7 131 113 93 
L.M.P. suspect 5.4 101 128 94 
¢.G.¥. suspect 6.4 100 81 90 
Ae Se suspect 4.4 116 91 92 
F.B.B. suspect 1.0 117 112 95 
F.L.A. suspect 1.3 120 110 94 
BH. TH. suspect 4.9 109 111 93 
A.A.H. I 4. 96 90 93 
M.A.M. I 5.3 128 134 92 
S.P.G. I 4.9 113 97 90 
D.C.C. I-II 4.2 33 126 93 
L.D.F. I-I] 3.9 127 121 95 
J.H.A. II 5.2 139 105 91 
D.P.D. I] 1.9 128 89 90 
D.B.P. II 8.2 90 110 88 
D.M.V. II-III 4.6 116 130 93 
H.P.O. III 4.8 127 98 91 
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Summary 


The findings in 10 cases of stannosis are pre- 
sented. There was an absence of pertinent physi- 
cal abnormalities. The hemogram, sedimentation 
rate and urinary findings were within normal 
limits, and the Kahn blood reaction was nega- 
tive in all cases. Standard lung function tests 
(vital capacity, maximal breathing capacity, 
resting minute volume and respiratory reserve) 
were all normal. An unusual incidence of an 
electrocardiographic change by itself was con- 
sidered insignificant. Six of 10 cases presented 
a concave elevation of the ST segment with posi- 
tive, high voltage T waves in the first, second 
and left precordial leads. The finding was ab- 
sent in the two most advanced cases of stannosis. 

The chest roentgenogram presents the only 
positive finding in stannosis. There is a charac- 
teristic nodulation which increases in degree 
and extent with severity and duration of ex- 
posure. Micronodulation first appears in the 
middle thirds, and progressively involves the 
total lung fields. Nodules in an advanced stage 
of development have a metallic density sug- 
gestive of lipoidal droplets. 

This study tends to corroborate the conclusion 
that tin oxide fume is more likely to be the cause 
of stannosis than is tin oxide dust. 
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Occupational Exposure 
to the Imported Fire Ant 


WILLIAM L. WILSON, M.D., Director 
Division of Occupational Health 
RICHARD B. EADS, Ph.D. 
Senior Ent>mologist 
Texas State Department of Health 
Austin 


— comprise ap- 
proximately 85% of 
the earth’s animal pop- 
ulation, with an esti- 
mated 800,000 species. 
Informed persons know 
that many insect spe- 
cies are responsible for 
maintaining and trans- 
mitting diseases of 
plants as well as wild 
and domestic animals. 
Many health problems 
arise owing to insects 
directly provoking path- 
ologic states in man 
by biting, stinging, in- 
vading skin or other 
tissues or by producing allergic manifestations. 

A major insect problem is of recent interest 
to many scientific disciplines. The imported fire 
ant, Solenopsis saevissima richteri Forel, present 
in 10 southern states from the Atlantic Ocean to 
Central Texas, with over 20,000,000 acres af- 
fected, threatens to spread north and west. First 
discovered at Mobile, Alabama, it is believed to 
have been introduced by ships into this country 
from South America about 40 years ago. How- 
ever, it was not evident until after 1930 that this 
ant was spreading rapidly — by flying, crawling, 
associating with nursery stock in shipment and 
by “f.cee-riding” floating logs and various types 
of vehicles. 

This is one of several species in the genus 
Solenopsis, called “fire ants’ because of their 
burning, painful stings. Its phenomenal repro- 
ductive ability distinguishes it from Solenopsis 
native to the United States, at least two of which 
(S. geminata and S. xyloni) may become serious 
pests in local situations. 

S. saevissima worker ants are reddish to 
blackish in color and vary from \% to %4 in. in 
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The Queen 


length. A mature col- 
ony will contain around 
25,000 sexually imma- 
ture workers with up to 
several hundred winged 
queens and males. Aft- 
er nuptial flights the 
queens shed their wings 
and dig underground 
chambers in which to 
establish new colonies. 
Each queen normally 
lives several months 
and lays hundreds of 
eggs. The life cycle 
during warm weather 
includes an egg stage 
8 to 12 days, larval 
stage 6 to 12 days, and pupal stage 9 to 16 days.! 
This ant is omnivorous as’is usual with the 
fire ants, being equally carnivorous, granivorous 
and predaceous. When invading houses, a pref- 
erence is shown for high protein foods, with 
little interest exhibited towards sweets. The 
adults forage actively, frequenting weeds and 
tall grasses in the vicinity of their nests, and 
immediately attack anything disturbing them. 
In addition, the ant will enter hatching eggs of 
fowl and game birds. It has been noted to kill 
young lambs, suckling pigs and young fowls. 
The imported fire ant builds mounds up to 
3 ft. in height and 2 or 3 ft. in diameter, but 
the usual height is 10 to 12 in., 15 in. in di- 
ameter; in heavily infected areas there may 
be 100 or more colonies per acre. The 
mounds appear to be more conspicuous during 
wet periods. A recent period of warm, dry 
weather possibly has aided the pest in conceal- 
ing its spread. Mounds in cultivated fields slow 
down mechanical harvesting equipment, clogging 
and breaking blades. The operators are attacked 
when repairs are attempted in the field. Mounds 
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along the highways endanger moving traffic and 
maintenance of ways. Mounds impede home yards 
and garden work and endanger the workers. But 
the mounds do not create all of the several pos- 
sible occupational hazards. 

These ants girdle young trees. They damage 
germinating seeds, roots, stems and young 
growth of a wide variety of crops. Financial 
losses are appreciable in heavily infested pasture 
land both from the vegetation eaten and as a 
result of the refusal of cattle and other domes- 
tic animals to graze close to the fire ant mounds. 

In cultivated fields with large populations of 
fire ants it is not unusual for agricultural work- 
ers to be extremely reluctant to harvest the 
crops by hand. The stings are so painful, even 
though normally the reaction is localized, that 
workers may be forced out of the fields. 

The seriousness of the fire ant problem is in- 
creased by the allergic reactions exhibited by 
certain individuals to stings of ants as well as 
the related bees and wasps. The severity of the 
allergic manifestations depends on the degree of 
hypersensitivity. Death can occur as a result of 
anaphylactic shock. 

Specific recommendations as to kinds and 
dosages of toxicants to be used in combating 
these pests are the responsibility of the U.S. 
Department of Agriculture, together with the 
Agriculture Departments and Agricultural Col- 
leges of the affected states.2 Cooperating agen- 
cies include the Federal Fish and Wildlife Serv- 
ice, the U.S. Public Health Service, State Fish 
and Wildlife Departments, and Health Depart- 
ments of the States in which imported fire ants 
are problems. 
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Chemicals recommended for the control of the 
fire ant include chlordane, four pounds technical 
grade per acre, and dieldrin, aldrin, or hepta- 
chlor at two pounds per acre; emulsion sprays 
are to be applied by ground equipment and gran- 
ular materials applied by either airplane or 
ground equipment. In cities or thickly populated 
regions only hand equipment is recommended to 
maintain closer control of the sprays. In addition 
to toxic effects directly to the species from these 
chemicals, losses can be considerable due to ne- 
cessity for extended avoidance of the treated 
areas normally used for range and other purposes. 

According to recent information released by 
the Agricultural Research Service, U.S. Depart- 
ment of Agriculture, the following acreage has 
been treated during mass control operations be- 
gun during the fall and winter of 1957-58: Ala- 
bama — 12,340; Arkansas — 11,219; Florida — 
3,525; Georgia — 53,978; Louisiana — 14,851; 
Mississippi—3,456; North Carolina—82; South 
Carolina — 212; and Texas — 1,581.3 

Mass applications of insecticides can generate 
grave dangers to fish and wildlife, especially at 
the levels recommended for fire ant control. Many 
forms of aquatic life, both vertebrates and in- 
vertebrates, are particularly sensitive to these 
insecticides. In addition to the initial kill, there 
is always the possibility that rains will wash 
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these fairly stable and relatively insoluble com- 
pounds into lakes or streams, poisoning animals 
such as fish and ducks, or their food. 

Bird losses have been reported frequently as 
a result of field insecticidal applications. Not only 
are the materials toxic to birds and other in- 
sectivores, but a drastic reduction in the supply 
of insects results in lowered populations of the 
animals normally feeding on them. 

Sublethal effects of insecticides to fish and 
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wildlife are of concern also to game manage- 
ment personnel. It is quite possible that small 
amounts of these materials adversely may affect 
growth, reproduction and other physiological 
processes. 

The primary concern of occupational health 
personnel is not only for the protection of the 
varied, many workers whose occupations may be 
involved but also for public health personnel to 
insure that the general public is not harmed by 
the ants or by the utilization of toxic materials in 
their control. Education of those formulating and 
applying the insecticides so essential to control of 
the ants, of workers in agriculture, forestry, 
lumbering, highway and other construction, of 
veterinarians and stockmen, and of _ poultry 
workers, all set up challenging and intriguing 
interludes in the daily activities of occupational 
health. Advice to the public and professional co- 
operation with practising physicians is essential. 

Detailed discussion of safe measures in han- 
dling insecticides is precluded here as is elabora- 
tion on successful precautions available for the 
varied types and large numbers of workers made 
necessary by fire ant invasion. Nor is this a 
medium to detail the methods of treating in- 
dividual human or other victims of the ants, 
victims of their destructive habits or victims 
of toxic insecticides. However, worth mention- 
ing is an important aspect of administratively 
organizing preventive measures likely to make 
an antiant campaign successful. 

The Texas Commissioner of Agriculture ap- 
preciated at the very beginning the various 
health problems likely to occur and to require 


attention. He established an active interagency 
committee for on-the-ground evaluation of indi- 
vidual area problems and of the local measures 
to be implemented. This is done before initiat- 
ing each area campaign, including consideration 
of likely effects of approved insecticide disper- 
sals. Due to his foresight it is possible to con- 
sider carefully the plant, animal, and human 
hazards involved and to prepare to minimize 
as much as possible all of the undesirable effects 
previously mentioned. Local stockmen, farmers, 
sportsmen, poultrymen, game wardens and neigh- 
bors can be alerted to their occupational hazards. 
Local health officials can be prepared for poten- 
tial deficiencies or accidents. Local physicians 
and veterinarians can be advised adequately on 
preventive and treatment measures they need to 
know in favor of human and other animal vic- 
tims of the ants, or of the toxic insecticides.® 

The highly aggressive imported fire ant can 
be a serious occupational health hazard — he 
seldom needs to be. 


References 
1. U. S. Department of Agriculture: The Imported Fire Ant 
How to Control It (Leatlet No. 350), Washington, 1954. 
2. Ibid: Imported Fire Ant Program (CA-PPC-1), Washing- 


ton (Jan.) 1958. 
3. Feature: Infestation Report, Pest Control, 26:5, 58 (May) 


1958. 

4. Texas Agricultural Extension Service; How to Control the 
Imported Fire Ant (L-384), College Station, (Jan.) 1958. 

5. Favorite, F. G., The imported Fire Aunt, Public Health 
Reports, U. S. Department of Health, Education, and Welfare, 
73:445 (May) 1958. 


Credits 
Photographs by Frank W. Mead, State Plant 
Board of Florida. 


Bills, Bills, Bills 


What’s the biggest amount in uncollected bills a doctor can safely allow to accumu- 
late on his books? When such accounts receivable total more than three months’ normal 
business, he’d probably better look to his collection system. The main reason: Once 
a bill gets much over ninety days old, the chances of collecting it start to sink rapidly. 
Here’s one way a physician may cut down his total of accounts receivable fairly 
easily. About 10% of a doctor’s patients are likely to owe him about 50% of his 
accounts receivable. So just collecting a few big accounts (say, those over $100) may 
reduce the number of months’ business on the doctor’s books to a manageable figure. 
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Motivation of the Patient 





in Rehabilitation 


LEONARD E. HIMLER, M.D. 


Chief, Medical Staff, Mercywood Hospital 
Professor of Mental Health, School of Public Health 


he keystone of all rehabilitation programs is 

the motivation of the patient. This paper 
considers motivation from the standpoint of the 
patient, not from the standpoint of the rehabili- 
tation team which is called upon to work with 
the patient. It is an attempt to put into simple 
terms how a patient feels and reacts to a dis- 
abling injury, disease or handicap which alters 
his entire way of life and forces him to seek help 
from those specialists who are qualified in the 
field of rehabilitation. 

In a recent Time magazine article, rehabilita- 
tion is referred to as “a stirring technique of 
hope, sweat and grit.” Inspiration is sought 
from such slogans as, “From bed to job” and, 
“If the patient wills it, nothing is too tough.” 
Success in restoring the patient to the highest 
degree of physical, social and economic self-suf- 
ficiency rests squarely on this inner drive. 

In an article on industrial aspects of rehabili- 
tation, J. F. McCahan, M.D., gave forceful ex- 
pression of this fact in the following words: “Of 
vital importance in any rehabilitation effort is 
the attitude of the patient. His morale, his will 
to achieve can be the catalyst or the stone wall. 
He will accomplish what he feels he can ac- 
complish and no more. Attention to his mental 
needs is the vital initial approach regardless 
of the nature of the rehabilitation problem. Some 
call it motivation, others call it guts. By what- 
ever name, it is still the single most important 
factor.’’! 

This discussion on the subject of motivation 
in rehabilitation will be divided into four parts: 
first, a review of some established mental health 
principles dealing with the patient as a human 
being; second, those forces that aid in his moti- 
vation and in his cooperation with rehabilitation ; 
third, those factors which tend to impede efforts 
at rehabilitation; and fourth, some implications 
Presented before Conference cn Rehabilitation of the Patient 
at Home or in Nursing Homes, May 26-29, 1958, School of 
Public Health, University of Michigan, Ann Arbor, Michigan. 
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which these considerations have for the treat- 
ment program. 


General Principles 


The basic mental health principles do not 
change when the patient has a rehabilitation 
problem, they become accentuated. He must mo- 
bilize all his resources to defend himself against 
the dual nemesis which everyone fears, disability 
and dependence. Although every human being 
is unique, al! share in certain natural drives, 
needs, wants and urges which relate to a satis- 
factory vocational, social and sexual adjustment. 
Each person has his own individual past history, 
and this constantly influences his attitude toward 
the presenting problems in his environment. 
Sociologists distinguish three spheres of the in- 
dividual’s environment; the physical surround- 
ings, the interpersonal relations, and the cultural 
milieu. The rehabilitation problem is made com- 
plex because in addition to suffering frustration 
of his basic needs, the patient faces alteration 
and restriction of many of his personal, social 
and cultural goals. 

The patient’s adjustment is directed by both 
conscious and unconscious forces, and the out- 
come of rehabilitation may often depend on 
understanding and redirection of both overt and 
hidden motivation. Those who deal with the 
patient must have a keen appreciation of the 
patient’s feelings and must be prepared to change 
course as new facets of personality function be- 
come evident. The disability which produces the 
patient’s visible emotional reaction to his handi- 
cap may at the same time uncover deeper per- 
sonality strengths and weaknesses. Help from 
outside sources must aid, not hinder, the mobili- 
zation of his own adaptive resources. 

The patient’s attitude towards his disability 
may be out of all proportion to the degree of the 
actual injury, or handicap. Karl Menninger stated 
that “The disability is not so much what the 
examiner perceives, but what the patient per- 
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ceives it to be.” The well known statement that 
complaint and situation are often quite different 
is even more true in rehabilitation. In rehabilita- 
tion the worker must be prepared to look upon 
the patient as a constantly changing individual 
in a stress situation in which everything relat- 
ing to his mental and emotional health now be- 
comes more highly complex and individualized. 

The worker must be aware of the fact that his 
own emotional reactions may greatly influence 
the outcome of the rehabilitative effort. He must 
guard against thinking or speaking about the 
patient in terms of the disease or illness rather 
than his individual personality. Diagnostic labels 
sometimes lead to erroneous convictions regard- 
ing various types of patients. Notions that tuber- 
culosis patients are always euphoric, that cardiac 
patients fear exertion, and that the deaf tend to 
be paranoid are only occasionally true and may 
lead to serious misconceptions. Undue reliance 
on diagnosis in working with a patient may in 
some instances actually handicap the rehabilita- 
tion worker. Name calling is not much help in 
treatment. Adolf Meyer once made a significant 
remark on ward rounds: “We understand this 
patient — we don’t need a diagnosis.” 

Many complex factors must be taken into ac- 
count in an effort to understand what the dis- 
ability means to the patient. The mental, neuro- 
logical and physical aspects may all be inter- 
twined in relation to the nature, degree, severity, 
and extent of the disability. Disabilities may be 
innate or acquired, they may be temporary or 
prolonged, they may be stationary or progressive. 
They certainly tend to become chronic if re- 
habilitative effort is not brought into the picture 
early. Dr. Tyhurst made the statement that “The 
major reason for later failure of rehabilitation 
is neglect of initial opportunities for this type 
of work.” Indifference and resistance towards 
rehabilitation occurs if the patient is allowed 
to slip into chronic disability. As in all nervous, 
mental and physical diseases, early treatment is 
of the utmost importance. The life attitudes 
which the patient acquired before his disability 
obviously have a close relationship to the out- 
come of rehabilitation. A person who had a sense 
of adventure and enjoyment in overcoming ob- 
stacles will utilize these same faculties in the 
mastery of a disability. The patient’s drive for 
self-esteem, his creativeness, and his identifica- 
tion with family figures are all intertwined like 
a handful of knotted rubber bands with his 
emotional reaction to the disability. The indi- 
vidual’s work habits and his acceptance of work 
as fulfillment rather than a burden constitute 
an integral part of his response to rehabilitative 
efforts. Individuals who have resigned themselves 
to the acceptance of social welfare and pauperism 
often strongly oppose any effort at rehabilitation 
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even when this is reasonable and offers the 
prospect of some success. 

Another factor from the patient’s background 
which is important in rehabilitation is his body 
image. This term refers to what he thinks of 
his body and his personality in all his relations 
to others. Some individuals are so sensitive to dis- 
figurement that an insignificant defect, a slight 
limp or a facial scar undermines or destroys 
their feeling of acceptance or effectiveness in 
social relationships. Obsessive preoccupation with 
the body image may seriously block cooperation 
in rehabilitation. The patient’s maturity similarly 
has a close relationship with his reaction to disa- 
bility. The immature person has not yet given 
up his dependent needs. He still leans excessively 
on others for love, affection, support and respon- 
sible planning. In addition, there are unfortu- 
nately a few people whose capacity for motiva- 
tion has been marginal from an early age. These 
are not necessarily mentally ill, but lack person- 
ality stamina and possess an innate limitation in 
mobilizing energy to overcome handicaps. 


Forces That Aid Rehabilitation 


Everything the patient is and has done can 
aid in his rehabilitation. The basic needs which 
the individual pursues in his search for satisfac- 
tion and achievement also are strong motivating 
forces which drive him on in a time of crisis. 
The need for love, for attention, for support 
and for identification with some key person in 
his life are all forces which in therapy form the 
basis of a cooperative relationship. These in- 
borne drives cannot be ignored or left to chance. 
They should be known and used constructively 
in working with the patient. Key persons in the 
rehabilitation program utilize and re-enforce the 
powerful underlying drives of the individual 
which now must find satisfaction in new rela- 
tionships. Identification with the rehabilitation 
worker can act as a catalyst in this all-important 
process. The word transference is sometimes 
used to refer to such mutually close feelings 
which arise between patient and therapist. 


Factors That Impede Rehabilitation 


It is readily understood that surrender and 
acceptance of semi-invalidism is one way of 
responding to an overwhelming catastrophe. 
Social isolation and lack of support from others 
accentuate any tendency the individual may have 
to regress to a solution of his problem by de- 
pendency. With surrender, some individuals find 
a haven in what is called the “secondary benefit” 
of illness. 

A person’s increased need for support and at- 
tention while he is helpless may lead him to 
excessive demands from people who never gave 
him such concern before. The patient uses his 
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pain and his apparent helplessness as a weapon 
to force love from relatives and others who are 
responsible for his care. It is not uncommon for 
a person to use his sickness in this way to punish 
people who neglected him in the past. It has 
been observed in convalescent homes that some 
patients develop a rash of complaints on visitors’ 
day. On such occasions relatives who have some 
guilt for their neglect and inability to help the 
patient may tend to blame the staff for the 
patient’s apparent relapse. Understanding of 
the patient’s unconscious use of the secondary 
benefits of being sick must be woven into the 
rehabilitative effort. 

As has been stated, regardless of the disability 
itself, the attitude which the patient assumes 
will reveal clues which must not be overlooked 
in his management. Sometimes the patient is 
punishing himself. Attitudes of helplessness may 
be derived from guilt over his own hostility and 
feelings of retribution. Dynamic forces of this 
kind sometimes reveal themselves in the patient’s 
spontaneous remarks, once his confidence has 
been gained. 

It is important at this point to differentiate 
people who are suffering from an emotional de- 
pression. These patients also appear to be de- 
feated and in a state of surrender to their disa- 
bility. Psychiatric examination in such cases 
often reveals deep unconscious hostility directed 
against the self. This can be relieved by the 
specific treatment methods which are employed 
in the various types of depressive illness, whether 
there is associated disability or not. 

Negativism is a response pattern occasionally 
encountered in dealing with disabled patients. 
An example which is particularly common in 
the aged is food refusal or finickyness based on 
self-imposed diets. It will be observed that the 
negativism is often directed against certain in- 
dividuals, as if the patient had selected them 
for the special target of his unhappy mental 
state. Excessive demands for drugs and other 
medical treatment may be further evidences of 
the person’s tendency to retreat into dependency 
when there is fear of being thrown upon his 
own resources. 

Occasionally one meets a patient who com- 
pletely refuses to accept his disability or acknow- 
ledge any need for support from others. This 
ostrich-like reaction to a disability is referred 
to as denial. The patient evidently finds some 
comfort in his unrealistic insistence that he has 
not lost his normal ability. This is reminiscent 
of the denial of the mentally ill woman who in- 
sists, “It isn’t me that should be here, Doctor, 
but my husband.” This type of patient is not 
helped by descending to his functional level and 
arguing with him concerning his denials. He is 
in great need of emotional support along with a 
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program of graduated activities within the range 
of his capabilities. Gradually,as he gains mastery 
of his handicap, the tendency to denial will 
subside. 


Implications For Treatment 


In rehabilitation, as in dealing with mental 
illness, the patient may resist full acceptance of 
therapy and he may unconsciously employ a 
variety of defense mechanisms. Unrealistic repet- 
itive behavior patterns that impede progress 
are particularly common in immature patients. 
Patience and sufficient additional time must be 
woven into the rehabilitative effort in such 
cases. The rehabilitation worker must always be 
aware of the ambivalence in the patient’s emo- 
tional reactions as he swings between increasing 
dependency on the one hand and fear of con- 
tinuing frustration and defeat on the other. 

The disabled patient needs more than an atti- 
tude of sympathy, which may only increase his 
dependence. It is much more desirable to build 
up empathy than sympathy. In empathy there is 
full appreciation of the patient’s feelings, and 
the patient is made aware of this appreciation, 
but the therapist remains objective about it. 
Emotional conflicts are solved not by sympa- 
thetically joining the patient in his feelings, but 
by listening objectively and allowing him to talk 
them out. In such conversations the patient will 
be able to reveal the things he had not at first 
realized were of significance in accentuating his 
disability or retarding his recovery. 

There are other ‘“don’ts” in treating patients 
besides avoiding excessive use of sympathy. 
Don’t treat the disease, treat the person. Treat 
the patient as a normal person with an extra 
difficulty. Rehabilitation workers are repeatedly 
warned against overstepping the boundaries of 
their particular competence. Meddlesome psycho- 
therapy or careless remarks can do great harm. 

On the positive side, the patient needs support 
in striving towards goals which are both prac- 
tical and attainable. He must be encouraged to 
use and recognize his own resources in his prog- 
ress towards recovery, and be ready to change 
his goals if they have been set too high. Even 
when a patient is making excellent progress the 
uncertainty of the future may reactivate anxiety. 
The same support and reassurance that was 
helpful before will help him over this new hurdle. 
Psychological analysis of the patient’s emotional 
dependency, whether it preceded or followed the 
disability, his neurotic fixations, and the matter 
of his body image revision should be referred to 
those who are schooled in psychotherapy. 

Rehabilitation is seldom a job which only one 
therapist can complete. The therapeutic climate 
often depends on the effectiveness of the team 
approach and the morale of the group of which 
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the patient is a part. Patients who need rehabili- 
tation are remarkably sensitive to staff feelings 
and statf morale, and their response to therapy 
is often greatly influenced by this factor. As Dr. 
Braceland has pointed out, the overall goal of 
rehabilitative therapy is to make adversity the 
patient’s servant, not his master, and to teach 
him that the emotional rewards of healthier 


consciously or uncon- 


he might derive from 
sciously accepting dependency.? 
(4038 Jackson Road) 
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Prevention and Suppression of Dust 


As a result of proposals concerning international cooperation made by the Meeting 
of Experts on the Prevention and Suppression of Dust in Mining, Tunnelling and 
Quarrying, in 1952, the International Labour Organisation is acting as a centre for 
the collection and dissemination of information in this field. Governments have been 
requested to communicate to the Office, at the time of publication, material such as 
regulations, reports on tests and researches, descriptions of new equipment and 
methods, and abstracts or complete publications on the prevention and suppression of 
dust, and further to communicate to the Office annually a general report on a uniform 
plan on the prevention and suppression of dust in mining, tunnelling and quarrying. 
The functions of the Office are to publish abstracts of the publications received from 
governments and to compile international reports stressing outstanding achievements 
and urgent needs. This scheme is now in operation. The first international report cover- 
ing the years 1952-1954 and incorporating information from 17 countries was issued 
by the Office in 1957. The first part of the report deals with administration, legislation 
research and pneumoconiosis statistics. The second part provides information on 
technical, administrative and educational measures against dust in three separate 
sections for mining, quarrying and tunnelling, respectively. The measures dealt with 
include the provision of water, ventilation, roof control, precautions in drilling, load- 
ing, transport and shot-firing, consolidation of road dust, removal of airborne dust, 
supervision of operations, maintenance of equipment, and education of personnel. The 
third part is concerned with the sampling, measurement and analysis of airborne dust. 
The report is completed by a substantial bibliography. The Office also disseminates in- 
formation on dust questions by publishing abstracts in Occupational Safety and Health. 
Following recommendations of the ILO’s Third International Conference of Experts on 
Pneumoconiosis, Sydney, 1950, the ILO has investigated the health hazards to dockers 
handling grain cargoes, and is studying an international scheme for the classification 
of radiographs of various types of pneumoconiosis, and plans to undertake a study 


of dust risks in foundries. From Safety and Health of Workers, International Labor Organization. 
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To Your Good Health At Esso 


—A Health-Education Booklet from Esso Standard Oil Company 


his article, here published for the first time 
in a scientific journal, is not presented for 
its intrinsic value to industrial physicians. In- 
stead it appears as an outstanding example of 
good medical department—worker relations. This 
item in pamphlet form is given all Esso workers. 


One of the First 


Esso Standard has had a medical department 
since its organization in 1927. The parent com- 
pany, Standard Oil Company (N.J.), has had 
an organized medical department for more than 
35 years — one of the first companies in the 
country to recognize the importance of a sound 
medical program. 

At first our medical department, like that of 
many other companies, required dispensaries and 
attending physicians primarily to handle on-the- 
job accidents. Such injury cases provided a 
sizeable problem in the early days of American 
industry and kept many doctors and nurses oc- 
cupied on an “around-the-clock” basis. Improved 
hygiene and safety practices in the intervening 
years have decreased the number of such acci- 
dent cases to the point that they of themselves 
no longer justify a full-time medical department. 


Preventive Measures 


If sickness and injury can be prevented so far 
as occupational causes are concerned, why not 
use similar preventive measures to minimize the 
frequency of illness and injury not related to 
the job? A healthy worker is usually happy, 
efficient, and productive. Sickness and injury are 
costly to the employee and management alike. 

Your Esso Medical Department’s primary goal 
has been broadened to help you maintain the best 
possible health both on and off the job. It re- 
quires the full-time services of more than 100 
doctors, nurses, technicians, and others. This staff 
would have to be enlarged many times, however, 
if the Medical Department were to undertake the 
treatment of employees who became ill. Such 
treatment, we believe, is the responsibility of the 
individual employee and his family doctor unless 
the illness is related to the job. 

—Copyright 1958 by Esso Standard Oil Company 
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LEO G. WADE, M.D. 
Medical Director 
New York City 


Why a Medical Program? 


In July, 1950, these ideas were crystallized in 
a statement by the Executive Committee of the 
Esso Board of Directors. The opening paragraph 
of the document reads: “The Esso Standard Oil 
Company, believing that employees are its most 
valuable asset, provides a medical program to 
promote and help maintain the optimum health 
of its employees.” 


What Can an Employee Expect? 


Not so long ago an employee asked one of our 
physicians exactly what Esso doctors do. The 
question wasn’t meant to be presumptuous. It 
was an honest inquiry by an employee. What can 
he as an employee expect from the Company 
doctor? It was a good question, and probably 
one that has occurred in one form or another 
to many of you. The Esso doctor’s aim is to keep 
each of you fit: physically, mentally, emotionally. 

Guiding Principles 

In efforts to achieve this goal, several guiding 
principles influence the conduct of Esso physi- 
cians: 

—— You, as an individual employee, are of the ut- 
most importance; 

— All medical decisions are made only after the 
most thorough examinations followed by com- 
plete study and appraisal of the medical facts; 

—- All medical information is held strictly per- 
sonal and confidential between you and the 
Company doctor. 


Reaching the Goal 


How do Esso doctors accomplish this basic 
goal? They do so by: 

1. Advising managment concerning health and 
safety hazards in the plant or office; 

2. Assisting in the evaluation of fitness of 
new employees; 

3. Helping detect illness in the earliest possible 
stage; 

4. Guiding employees in all medical matters; 

5. Promoting good health by education in mat- 
ters of diet, healthful habits, etc. 
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Let’s take a more detailed look at these. 


Health and Safety 


The possible health hazards arising from im- 
proper contact of the worker with the physical 
agents or chemical substances used in or pro- 
duced in the course of manufacturing petroleum 
and chemical products, or in their transportation 
and marketing are of primary concern to the 
Medical Department. The Esso physician and 
his professional associate (the industrial hy- 
gienist) are constantly concerned with: 

— Possible exposures to harmful fumes, dusts, 

gases, mists, and smokes; 

— Excessive and harmful noise; 

— Proper illumination; 

— Possible harmful exposure to x-rays or 

radioactive materials; 

— Proper ventilation; 

— Harmful exposures to heat or cold. 


Study, Inspection, Examination 

This is a big job. Three major types of activity 
are involved: 

1. The careful study of the engineering plants 
for new units so that final construction plans 
will include proper safeguards to the health of 
the men who will work on that unit; 

2. The constant and repeated inspection of all 
working areas, measuring dust concentrations, 
noise intensity, rate of air flow through ventila- 
tion equipment, etc.; 

3. The medical examination of employees to 
detect disease at the earliest possible time so that 
workers will not produce hazards for each other. 
Also, that there are no evidences that employees 
are in any way being harmed by adverse work- 
ing conditions. 

The medical staff studies and correlates in- 
formation from these several sources. They also 
consult with and work closely with process, me- 
chanical, and technical department personnel, 
as well as with the safety department. At regular 
intervals, reports and recommendations are made 
to management, usually through a health and 
hygiene committee. Proper corrective measures 
are then initiated by management whenever and 
wherever indicated. 


New Employees 


The selection and proper placement of workers 
also contributes to a healthful and safe working 
environment. The employee with active tuber- 
culosis or a crane operator with epilepsy can do 
irreparable harm to fellow workers. 


Choose Best Qualified 


Unlike many other industries and the armed 
forces, Esso requires no specific physical capa- 
bilities of new employees. Esso’s goal is to choose 
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the candidate best qualified to do the job avail- 
able. Some jobs require top-notch physical fit- 
ness — many do not. The man with one leg may 
have outstanding abilities which far outweigh 
the physical limitations imposed by his disability. 
In the interest of the health and safety of the 
candidate for employment, as well as the con- 
tinued health and safety of yourself and your 
fellow workers, the Esso physician helps man- 
agement select “round pegs for round holes.” 


Detecting Illness 


Are you healthy? Probably so, but you may 
have a number of physical or emotional defects. 
A healthy worker is one whose bodily state per- 
mits his doing his job and discharging his re- 
sponsibilities to his family and his associates. 
The worker who earns his living by hard manual 
labor must have strong muscles, healthy lungs, 
and an efficient heart. Most workers can lead a 
happy and successful life with much less efficient 
physical equipment. 

Staying Fit 

The Esso doctor is keenly aware of these facts. 
He wants to help you stay “fit” for work and 
play. You were “fit” for your job assignment 
when hired. The passage of time might be asso- 
ciated with changes in you or your assignment 
that make it impossible for you to continue at 
your regular job. Constructive efforts to pre- 
vent such disability require your cooperation. 
It is for this reason that most of the Esso medi- 
cal program is voluntary. If you will accept the 
Esso doctor as a friendly health advisor, he can 
provide invaluable guidance. 


Tailor-Made Exams 


At appropriate intervals, depending upon your 
job, your age, and- your previous health status, 
the Esso doctor will invite you to have a periodic 
health examination. He will ask where you work, 
the kind of work you do, and many other things 
which will be helpful to him in better under- 
standing your potential health problems. He 
usually asks you many questions, the answers 
to which may seem of little or no consequence 
to you. These answers often provide useful clues 
to him in his effort to ‘“‘tailor-make” for you the 
physical and laboratory examinations which are 
to follow. 

Thus, if you have had a number of “colds” 
with aches and pains, he may investigate your 
heart and lungs more extensively than he ordi- 
narily would. Special kinds of urine or blood tests 
may be used to detect early toxic exposures. To 
do all tests and examinations routinely on each 
and every employee whether indicated or not, 
would be a waste of everyone’s time. There would 
undoubtedly be a lot of sore arms, as well! 
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Some employees request that we do laboratory 
tests required by their family physicians. We 
cannot comply with such requests unless they 
are a necessary part of your regular periodic 
examination. 


Keeping Your Record 


During the course of the examination, your 
Esso doctor will make some notes which are a 
part of your medical record. These are made 
primarily to refresh the doctor’s memory when 
you return to the Medical Department at a later 
time. These notes are not available to anyone 
else within or without the Company unless you 
specifically request or authorize the doctor to 
make them available. He will tell you his findings, 
but it is not customary to provide copies of such 
notes to patients. Doctors have learned that such 
a practice is not in the patient’s best interest, 
since it usually gives rise to unnecessary worries 
and anxieties. Even the doctor doesn’t see the 
notes made by another physician at the time of 
his own periodic examination. Your Esso doctor 
is always ready and willing to transmit his find- 
ings to your family physician. 


What You Can Do 


The usefulness of your medical examination to 
both you and to Esso depends entirely on what 
you do afterwards. Constructive action requires 
that you understand the Esso doctor’s recom- 
mendations. If you do not, ask him! 

1. Your health may be the best possible; if 
so, continue your healthful living habits and 
return for another perodic examination when 
called. 

2. You may need treatment; if so, report to 
your family doctor promptly. If your family doc- 
tor wishes, your Esso physician will be glad to 
talk with him regarding your medical problem. 

3. You may need some corrective and pre- 
ventive surgery, such as removal of gall stones 
or a goiter; if so, see your family physician. 
Your booklet concerning the Hospital-Surgical- 
Medical Plan will be helpful in estimating the 
cost to you. 


If You Are Ill 


If you have an illness of sufficient severity to 
necessitate your absence from the job, it is in 
your best interest to check with your family 
physician immediately! Contact your Esso doc- 
tor, too! His intimate knowledge of the require- 
ments of your job, plus the accumulated medical 
information in your file, are likely to be invalu- 
able in your early rehabilitation. A “return to 
work examination” may be desirable prior to 
your attempting your usual job, particularly if 
you have been on the absentee list for one week 
or more. 
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Choice of Physician 


In any given year a small percentage of Esso 
employees is sufficiently ill to necessitate losing 
time from the job. Of those who do have serious 
illnesses, many become ill at home. This points 
up the wisdom of having a family physician 
readily available near your home. Be sure he is 
kept informed about you — a good way to do 
this is to ask your Esso physician to tell your 
local doctor of any significant findings at the 
time of each of your periodic health examina- 
tions. Such information will assure quick diag- 
nosis and prompt treatment whenever you do 
become ill. 

Have a Family Doctor 

If you do not have a local family physician, 
you should get one now! You cannot afford to 
gamble on finding the right doctor in an emer- 
gency situation — the one you find will not be 
acquainted with you and your health problems! 
Your Esso physician can give you the names of 
several qualified physicians in your neighbor- 
hood. Meet these men and select the one you 
like as a person. It is important that the physi- 
cian you choose be someone you would want for 
a friend in time of trouble. 


Promoting Good Health 


Healthful living and working habits are the 
rule among Esso employees, but some people 
work so hard at being healthy that they have 
no time left over to enjoy good health. Others 
are so oblivious to the importance of their good 
health that they gradually adopt careless habits 
which are sure to lead to future troubles. Such 
habits acquired over a long period of years are 
usually difficult to change; hence, many think 
of healthful habits as being unpleasant. This 
need not be true. Healthful habits can be fun. 
The sense of well being resulting from such 
habits more than compensates for any real or 
imaginary hardships. 

Proper housing, adequate diet, healthful work- 
ing conditions, increased leisure time, more rec- 
reation facilities, sensible clothing, etc., are avail- 
able to all of us today. These, plus improved 
medical care, are prolonging the lives of all of 
us in spite of our failure as individuals to take 
full advantage of our opportunities. 


Depends on You 


What can you do to improve your chances for 
a long, productive and happy existence? Your 
Esso physician and your family doctor will pro- 
vide guidance and advice from time to time, but 
ultimately your good health depends most of all 
on you. Be sure you understand the advice given 
— ask questions, if necessary. Your Esso physi- 
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cian or nurse can provide you with pamphlets 
or recommend books which will help you to 
better understand any health problem you may 
have. 


Meet Your Esso Doctor 


All Esso physicians are graduates of ap- 
proved, top-notch medical schools and are prop- 
erly licensed to practice in your state. They 
have all engaged in hospital practice for two 
years or more. Many have post-graduate degrees 
in various phases of the health sciences. More 
than half are recognized as specialists in their 
fields by national accreditation boards. Almost 
all have engaged in private practice prior to 
joining Esso. Some have taught in medical 
schools, and several continue to do so on a part- 
time basis. 


Doctor Training, Too 


Medicine changes rapidly. In order to keep the 
Esso doctor abreast of the most recent advances 
in medicine, many kinds of staff training are 
going on all the time. Medical journals and new 
editions of various text books are made available 
to them in our Company medical libraries. They 
attend medical meetings, both local and na- 
.tional — occasionally even international ones. 
They attend medical staff conferences in local 
hospitals. Some are taking courses in universities 
so as to review the most recent developments in 
some medical field. 

If you find your Esso physician away from the 
office occasionally, don’t think he is neglecting 
you — he may be trying to learn to serve you 
better! 


Other Esso Medical Personnel 


The Nurse: In some Esso medical installations 
the nurse is the most important person in the 
entire medical department so far as the employee 
is concerned. 

By training and experience, she is capable of 
dealing effectively with many of your health 
problems. She is particularly alert to those tell- 
tale symptoms which warrant careful study and 
evaluation by the physician. 

Industrial Hygienist: Industrial hygienists 
are essential to the Esso medical program. Usual- 
ly an industrial hygienist is a graduate engineer 
with post-graduate training in matters having 
to do with health. He knows, for example, that 
excessive exposure to mercury vapors may dam- 
age the kidneys. He also knows how to measure 
the concentration of such vapors in the working 
environment. He is expert in a great many other 
areas as well — heat, air conditioning, noise, 
radioactivity, air pollution, etc. His chief value 
stems from the fact that he can speak the lan- 
guage of the engineer, the chemist, and the re- 
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searcher as well as the language of the medical 
and health expert. 

Other staff members: Laboratory technicians, 
x-ray technicians, first-aid men, secretaries, 
clerks, and others are also included in the medi- 
‘al department staffs. They too are carefully 
chosen with the hope that your contacts with the 
medical department will be pleasant and efficient. 


The Esso Medical Policy 


“The Esso Standard Oil Company, believing 
that employees are its most valuable asset, pro- 
vides a medical program to promote and help 
maintain the optimum health of its employees. 
The policy of the EssoStandard Oil Company is to: 
1. Apply sound practices of Preventive Medicine, 

including appropriate Industrial Hygiene 

measures, to assure a healthful working en- 
vironment ; 

2. Promote optimum employee health by recom- 
mending appropriate constructive medical 
measures when indicated by the findings at 
the time of any of the following types of medi- 
cal examination: 

(a) Placement medical examinations of ap- 
plicants for employment to evaluate the 
physical and emotional qualifications for 
proposed assignments; 

(b) Periodic medical examinations at ap- 
propriate intervals to evaluate the em- 
ployee’s health status; 

(c) More detailed diagnostic examinations 
of employees whose medical problems 
are considered obscure by the Company 
physician where such examinations are 
considered essential for the future wel- 
fare of the employee or the Company ; 

(d) Special occupational examinations of 
employees who may be exposed to oc- 
cupational health hazards; 

(e) Preretirement and termination medical 
examinations at the request of manage- 
ment or the employee; 

(f) Sickness examinations as necessary for 
certification as to the underlying cause, 
degree, and duration of disability when 
needed for the administration of the 
Disability Benefit Plans. 

3. Provide for optimal treatment of occupational 
(compensable) disabilities and the emergency 
medical care of nonoccupational conditions 
at work; 

4. Provide employees counsel and guidance con- 
cerning good health practices; 

5. Consider all information obtained by the 
Company physician in the course of a profes- 
sional consultation confidential within medi- 
cal channels: 

(a) At the employee’s request, pertinent 
findings will be revealed to and dis- 
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cussed with the employee himself or his Be prompt for medical appointments so as 
personal physician; to save your time and the doctor’s. 

(b) All findings pertinent to any particular Provide the doctor with full information; hold- 
illness or injury claimed or adjudged to ing back may prevent early recognition of health 
be occupational in origin will be pro- problems. 


vided to management.” Follow the Esso doctor’s advice promptly if he 
: advises you to see your family physician. 
Your Health is Your Greatest Asset Approve release of your health report to your 
— Treat It Right family physician. 
Cooperate with your Esso doctor; he’s trying Report any suspected unsanitary conditions to 
to help you to better health. your supervisor or the medical department. 
Participate in periodic health examinations for Read educational health material provided by 


your protection. your Esso physician and follow its advice. 





Recent Publications 


Important recent publications in the field of occupational health of particular 
interest to the industrial physician include: The Record of the Proceedings of the 
Third International Conference of Experts on Pnewmoconiosis, Sydney, 1950, is a 
processed document in two volumes published in 1953. It contains a set of the papers 
presented to the Conference, a summary of the discussions and the recommendations 
adopted. The Record of Proceedings of the Meeting of Experts on the Prevention and 
Suppression of Dust in Mining, Tunnelling and Quarrying, Geneva, 1952, in three 
volumes, also processed, was published in 1954. The arrangement of the contents is 
similar to that of the Sydney record. A Catalogue of Occupational Safety and Health 
Films has been published and is revised from time to time. The third edition which 
was published early in 1955 gives particulars of about 600 films. It is divided by sub- 
ject into 22 parts. A section on safety and health is included in the Guide for Labour 
Inspectors. It was published by the Office in process form in 1953, and a revised version 
was printed in 1955. A Directory of Institutions Working in the Field of Occupational 
Safety and Health is in course of preparation. It will list research, educational, propa- 
ganda and other organisations in different countries, briefly describe their work and 
mention their publications. A Bibliography of Industrial Hygiene was published 
quarterly from 1923 to 1939, and two numbers published in 1944 and 1945 covered 
material up to 1941. The bibliography was resumed in 1948 under the title Bibliography 
of Occupational Medicine but was discontinued in 1951. About 4,000 titles of books and 
articles on occupational health were listed every year. Reviews of books and articles 
formerly listed in the Bibliography are now published in Occupational Safety and 
Health, Occupational Safety and Health in Foresting Operations. IV + 184 pp. Pro- 
cessed, 1957. The Prevention and Suppression of Dust in Mining Tunnelling and Quarry- 
ing: First International Report 1952-1954. VI + 374 pp. Processed 1957. Organisation 
of Occupational Health Services in Places of Employment. 53 pp. Building, Civil En- 
gineering and Public Work Committee (5th Session, 1956). Report II — Safety in the 
Construction Industry. Coal Mines Committee (6th Session, 1956). Report II — Safety 
in Coal Mines. Free copy available on request. Iron and Steel Committee (6th Session, 
1956). Report II — The Promotion of Safety in the Iron and Steel Industry. Tripartite 
Technical Meeting on Mines other than Coal Mines (1957). Report II — Accident Pre- 
vention in Mines other than Coal Mines. Chemical Industries Committee (5th Session, 
1958). Report III — The Protection of Workers Against Occupational Diseases and 
Poisoning. —From Safety and Health of Workers, International Labor Organization. 
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Anorectal Abscess and Fistula 


CHARLES EVANS POPE, M.D., M.S. Surg., F.A.C.S., F.A.P.S. 


St. Francis Hospital, Evanston, Hlinois 


ntelligent surgery and treatment of anorectal 
I abscess and fistula rests with a proper diag- 
nosis and knowledge of the etiology and the 
anatomy of the pelvis. Fistulas formerly had a 
high incidence of recurrence which now is nil 
when abscess and fistulectomy have been cor- 
rectly handled. The management of anorectal 
abscess and fistula must conform not only to 
general laws and principles governing all ano- 
rectal surgery, but also to specific methods which 
in part are governed by the type of anorectal 
abscess or fistula treated. 

These, briefly, are the premises necessary to 
this subject, and which enlarged upon will help 
to clarify this treatise. 


Definition of Anorectal Fistula 


An anorectal fistula is a through and through 
infected tract leading from the rectum to the 
outside world or adjacent parts or organs. Its 
primary internal origin is usually from a crypt 
with its associated and infected anal ducts or 
glands. It may be of traumatic origin. 


Etiology and Pathogenesis of Anorectal Abscess 


Practically all anorectal abscesses and their 
resultant fistulas have origin in the crypts of 
Morgagni in association with and infection of 
the anal ducts or glands. The proper surgical 
consideration was brought to bear on the sub- 
ject by Tucker and Hellwig.! The location of the 
ducts and glands carries from the crypts into 
the internal sphincter and constitutes the pri- 
mary fistulous opening. They cannot be demon- 
strated macroscopically by probe or dyes since 
they are microscopic (Figure 1). Their involved 
surrounding area of induration or pus is usually 
deep and bottle necked since they are deeply 
centered. This may be palpable in the acutely 
abscessed stage which may show pus exuding 
from the crypt on visualization. Surgery should 
both incise and excise at their cryptic site of 
abscess origin since linear incision, theoretically 
at least, is inadequate. 

Anorectal abscess extends into the infralevator 
areas or spaces by coursing downward either 
through, over or under the subcutaneous external 
sphincter muscle (Figure 2). This pathway fol- 
lows mainly that of the conjoint longitudinal 
muscle whose structural support has been empha- 
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sized by Morgan and Thompson? and Gorsch,? 
and whose pathway for abscess extension which 
may occur either upwards or downwards has been 
stressed mainly by Courtney. It is a _ vital 
structure which carries from the ducts and 
glands between the internal and deep and sub- 
cutaneous external sphincters, posteriorly under 
the coccygeal raphe and the rectococcygeus to 
the coccyx and sacrum, superiorly to the levator 
sheath and perianally and circumanally to the 
skin to the corrugator cutis fibers, and even 
into the central point of the perineum and to 
the base of the bulbocavernosus. 


Diagnosis of Anorectal Abscess and Fistula 


As stated, the treatment rests with the proper 
diagnosis which in turn must be coupled with 
a knowledge of the etiology and the anatomy 
of the pelvis. Bimanua! palpation, probing, and 
visualization, coupled with the usual subjective 
and objective symptoms and findings of ano- 
rectal imflammation, in most cases will establish 
an immediate diagnosis. The location of abscess 
and its extension many times cannot be deter- 
mined completely until surgery has uncapped 
and drained the abscess. 

The diagnosis is many times confused by the 
homogeneity of the pelvic structure which fuses 
with the lower fourth of the rectum and the 
anorectum. This intimate fusion involves mus- 
culature, fascial and vascular components and 
is better termed the anopelvirectum. Analyzed 
as regards its component fossae and interrelated 
fusions, it explains the high and hidden rectal 
abscess and the pathways of its contiguous and 
associated areas of involvement and extension. 
The conjoint longitudinal muscle just described 
is an excellent example of intimate fusion 
throughout the anopelvirectum. In addition, 
there is such a profuse anastomosing blood 
supply to the anopelvirectum and collateral vas- 
cular system throughout the pelvis that experi- 
mentally the author® has been able to inject the 
entire pelvis with any one artery. 

An anorectal abscess precedes an anorectal 
fistula and determines by its location and the 
extent of its abscess the type of abscess and 
fistula present. An anorectal fistula, though 
sealed, therefore may be known and diagnosed 
by its preceding abscess. In fact, if fistulectomy 
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is not performed the abscess invariably will 
recur. In time the fistulous tract becomes more 
heavily scarred and tubular. It remains a con- 
tinual foci of infection and as menacing to health 
as any foci elsewhere. 

As is true with abscess, the diagnosis of ano- 
rectal fistula is in part determined by palpation, 
probing and visualization. The use of dye is 
usually of no avail. Though a probe may not 
connect a fistulous tract through, over or under 
the sphincter to the crypt, the presence of an 
abnormal cryptic sinus, the history of previous 
or recent abscess, the findings of the same or 
the probing through the cryptic sinus carrying 
to or near to the external tract suffices to estab- 
lish a definite diagnosis which surgery invariably 
will demonstrate in its entirety. 

Anorectal fistulas, as the later discussion will 
more fully explain, when not acutely abscessed 
are usually infralevator types. The terms fistula- 
in-ano and anal fistula are confusing, since they 
are technically incorrect and misleading termi- 
nology. Anorectal abscess is rarely only an anal 
abscess. This is because it not only involves 
rectal structures on the rectal side of the ano- 
rectal line or margin, but is rectal as well as 
anal by reason of involving the anal ducts or 
glands, which being located in the internal 
sphincter are thereby rectal since that sphincter 
is part of the circular musculature of the rec- 
tum. Fistulectomy, therefore, is never solely an 
anal fistulectomy and the diagnosis of fistula 
always should be anorectal, based on anorectal 
structures. 

An anorectal abscess which drains into an 
organ or which by incision or spontaneous rup- 
ture drains externally becomes, thereby, an ano- 
rectal fistula. Therefore, the diagnosis of un- 
opened anorectal tracts, abscessed or otherwise, 
should be sinuses and not fistulas. “Blind fistulas” 
are sinuses and not fistulas, although they 
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usually are temporarily sealed or incompletely 
diagnosed tracts. High rectal openings of ano- 
rectal abscessed tracts are sinuses and not 
fistulas. However, high rectal abscess may be 
intramural or submucosal or may have extended 
into the intralevator portion or supralevator 
portion of the levator involved abscessed areas, 
though arising always from the lower infraleva- 
tor anorectal area by involvement of the internal 
sphincter and through intramural extension. The 
diagnosis in this type of abscess occasionally 
may be extremely difficult because of relatively 
little pain. This class of patient may have fever 
with chills, malaise, headache and painful aching 
joints thought to be “flu” or viral infection of 
some sort. Tenderness, induration, bulging of 
the mucosa or rectal wall may reveal this as the 
high rectal abscess of the hidden variety. On 
the other hand, the infralevator anorectal ab- 
scess may accompany the type just described 
and render the diagnosis incomplete by reason 
of the severe masking involvement of the in- 
fralevator fossae. Infralevator fossae must be 
carefully examined bimanually, digitally and by 
inspection. Superficial and deep postanal and 
retroanorectal areas, the ischiorectal (ischioanal) 
area, the immediate perianal and subcutaneous 
perianal zones, the perineal area extending to, 
under and beyond the transverse perinei into 
the urogenital fossae, likewise must be care- 
fully examined. 

Chronic fistulas with no abscess must be 
probed and their external stomata, when sealed, 
anesthetized and opened for probing. Palpation 
in such cases is extremely important. However, 
general anesthesia and nerve block anesthesia 
usually is not necessary and should not be used 
for diagnosis. Proper examination with small 
sized anoscopes and sigmoidoscopes, skillfully 
used, avoid the necessity of anesthesia. 


General Classification of Anorectal Abscess 
and Fistula 


Simple: which are simple tracts extending 
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from a primary internal opening or stoma di- 
rectly to a secondary fistulous exit. Complex: 
which are complex or tortuous multiple tracts 
from single or multiple internal openings, to 
single or multiple secondary exits. Complicated: 
which are those tracts involving additional struc- 
tures such as bone, or adjacent organs such as 
bladder or vagina. Such complicated fistulas and 
abscess require totally different surgery and 
management and will not be considered in this 
discussion. 


Classification of Anorectal Abscess and Fistula 
According to Type 


Anorectal abscess precedes and determines 
type of fistula it produces. 
1, Levator Uninvolved: 
A. Infralevator (perianal in location) 
(1) cutaneous abscess (not a fistula) 
(2) subcutaneous 
a. simple perianal 
b. perineal 
c. ischiorectal (ischioanal ) 
d. postanal 
2. Levator Involved: 
A. Intralevator (perirectal or pararectal in 
location) 
(1) posterior levator space of Courtney 
(see below) 
(2) intramural (may be confused with 
posterior levator space) 
B. Supralevator (perirectal, pararectal or 
submucosal in location) 
(1) intramural 
(2) submucosal 
a. usually at or above level levator 
ani muscle fusion 
b. usually associated with deep tis- 
sue involvement 
(3) pelvirectal 
(4) retrorectal 
The levator ani muscle and its fascia delimits 
the high, low and intermediate (intralevator ) 
types of anorectal abscess and fistula (Figure 2). 


Rules and Principles Governing Anorectal Surgery 


The anopelvirectum is an organ whose func- 
tion is primarily that of defecation. Continence 
is dependent upon normal anorectal function 
and the normalcy of structure. This is not alone 
dependent upon the sphincter musculature but 
is also dependent upon the fascial components 
and their musculofascial attachments. In addi- 
tion, a normal expansile and contractile orifice 
is necessary. The puborectalis muscle constitutes 
the deep external sphincter, acts as a supporting 
sling to the rectum and forms an obtuse angle 
between the longitudinal axis of the rectum and 
that of the anal canal. The puborectalis is, 
therefore, vital to normal anorectal function and 
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continence and it should not be injured nor 
should this angulation be destroyed (Figures 2, 
4). In addition, the conjoint longitudinal muscle 
has a great deal to do with the proper support 
and tensile strength of the anopelvirectum. Mu- 
tilative surgery may weaken or destroy it. 
Prolapsing hemorrhoids or rectal prolapse may 
produce a marked weakening by an attenuation 
of its fibers, and combined hemorrhoidectomy 
should be done in most operations to restore a 
normalcy of structure and normal function. For 
the same reasons and to prevent postoperative 
complications, the removal or correction of ab- 
normal or diseased tissue should accompany most 
anorectal operations such as fistulectomy. Skin 
and subcutaneous attachments to the coccyx, 
sacrum and central point of the perineum must 
be maintained, and cutaneous insertions of the 
corrugator cutis ani fibers may be better func- 
tionally maintained by tacking sutures of fine 
nonabsorbable material such as silk to the base 
or fascial edge of wounds. Whereas the internal 
sphincter may be partially severed, when neces- 
sary, the subcutaneous external sphincter should 
never be severed completely at the time of surgery 
excepting in the postanal area where decussating 
fibers of the corrugator cutis and the subcutane- 
ous external sphincter bind the divided ends. 
Here and elsewhere where partially divided, it is 
best to bind the divided ends with nonirritating 
nonabsorbable suture to the base of the wound. 
The incisions should always be made radially and 
at right angles to the sphincter. Fibers left for 
later division may be marked with a guide or 
seton, which is a loosely placed heavy thread for 
later severance of the fibers when healing knits 
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the wound and sphincter some 10 to 14 days post- 
operatively (Figure 4). 


Regarding Care in General 


Not only must anorectal surgery follow rules, 
principles and techniques to avoid malfunction 
and incontinence, but must also follow rules ap- 
plicable to preventing any complication or poor 
result. Anorectal surgery requires an exacting 
diagnosis, care to avoid an excessive removal of 
anoderm and mucosa, freedom from trauma as 
with divulsion, preservation of the normal ana- 
tomical structure, adequate drainage by radially 
coursing wounds strips (the exception is ano- 
rectal plastic surgery) and, following surgery, 
a normally expansile and contractile anorectal 
orifice. Prolonged and careful postoperative care 
is always necessary. 

Anorectal and abscess surgery require addi- 
tional rules and principles of surgery which 
may otherwise be expressed as methods of tech- 
nique for the specific type of anorectal abscess 
or fistula to be treated. 


Rules and Methods Governing the Management and 
Surgery of Anorectal Abscess and Anorectal Fistula 


The Surgery of Anorectal Abscess aims to 
convert high rectal abscess or levator involved 
abscess into fistulas in the infralevator or low 
anorectal fossae. Supralevator and intralevator 
abscesses, therefore, are converted first into 
supralevator or intralevator abscessed fistulas 
that are also infralevator fistulas. These on re- 
solving and properly treated should have their 
supralevator or intralevator abscessed areas 
walled off with remaining low anorectal fistulas. 

Low anorectal abscesses are treated by drain- 
age procedures to resolve their abscessed tracts 
into anorectal fistulas. 

Few high anorectal abscesses remain high ano- 
rectal fistulas if the treatment is properly con- 
ducted. 
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Fistulectomy of anorectal fistulas is almost 
invariably of low infralevator fistulas tracts. 
Whereas, fistulectomy can be conducted in the 
abscessed state it is far better to wait until 
resolution of the acutely abscessed tract has 
occurred. 

The treatment of high anorectal abscess, that 
is, supralevator or intralevator anorectal abscess, 
has a specific method of drainage technique that 
differs with each type only in accordance with 
their differences anatomically. All types have 
the same rules and principles that govern their 
management. In addition, all levator involved 
anorectal abscesses should be drained from be- 
low through infralevator fossae. These vary, of 
course, according to the location of the levator 
involved anorectal abscess (Figures 3, 4, 6). 

On the other hand, the treatment of low ano- 
rectal abscess, that is infralevator abscess, should 
be directly through the skin and subcutaneous 
tissue overlying their involved fossae para-anally 
in the perianal, ischiorectal, postanal or perineal 
areas. This is best done by carefully made un- 
capping saucerization which permits a later 
fistulectomy to be performed by a contiguous 
intra-anal and intrarectal wound excision with- 
out further external excision, thereby minimiz- 
ing that later surgery. 

Anorectal abscess when small low lying, anal 
or immediate perianal may be opened by a small 
crucial incision for drainage, rather than by 
saucerization. If desired, very small simple ab- 
scesses may be opened by local novocaine pro- 
cedures, even as an office procedure. 

Most anorectal abscesses require hospitaliza- 
tion and profound anesthesia, such as spinal 
anesthesia or inhalation anesthesia. This permits 
a more complete examination in severely painful 
or extensive abscesses and, in addition, the pro- 
per technique of a saucerized wound over the 
correct underlying perianal fossae. Structures 
such as the transverse perinei, the central point 
of the perineum , the subcutaneous external 
sphincter and the corrugator cutis fibers should 
not be damaged. Their fibers should be separated 
for the most part rather than transversely in- 
cised or excised. The skin and subcutaneous tis- 
sue should be left between these areas so as not 
to disengage the normal attachments of the 
anorectal structure and cause deformity or in- 
continence. Saucerization should be carried to 
the anal verge in those quadrants where fistulec- 
tomy is later to be performed. 

Saucerization has a distinct advantage over 
incision and drainage, inasmuch as clefts usually 
result from incision wounds and may leave 
ragged irregular edges which do not permit 
proper drainage or healing as well as does the 
saucerized wound. They may result in deformity. 
Such wounds require packing and, of course, 
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are thereby more painful. Saucerization also 
permits better visualization, which aids consid- 
erably in the levator involved abscess, permits 
good hemostasis, better exposure and manipula- 
tion of the underlying structures for incision 
and drainage and does not require heavy pack- 
ing of the abscessed multiloculated tissue which 
must be bluntly broken down at the time of 
surgery. It has much better dependent drainage 
than the cleft wound. Such wounds must be kept 
open and the abscessed areas must heal from 
their inner surface of cavitation, whether in the 
supralevator or intralevator spaces or infraleva- 
tor areas, such as the ischiorectal fossa. Hot 
packs and sitz baths may be used without dan- 
ger of bleeding and early ambulation is per- 
missible. 

Treatment should never be temporized by 
medical management with hot packs, sitz baths, 
antibiotic therapy etc., since such treatment 
usually fails to localize, point and abort the 
process. In fact, in spite of such treatment and 
always when untreated, it may become progres- 
sively necrotizing and extensive. 

Antibiotic treatment without surgery is to be 
condemned, since it never cures. It postpones the 
inevitable surgery necessary, frequently permits 
further extensive involvement, may seriously in- 
terfere with the exacting diagnosis and, last but 
not least, by reason of such promiscuous use 
antibiotic resistant organisms are being pro- 
duced. However, at the time of surgery pus 
should be cultured and the organisms tested for 
their antibiotic sensitivity. 

High anorectal abscess, which means levator 
involved abscess, requires emergency surgery. 
Low anorectal or levator uninvolved abscess, 
usually requires immediate surgery. 


Surgery of Levator Involved Anorectal Abscess 
and Fistula 


Levator involved and levator uninvolved spaces 
and areas are delimited by the levator ani muscle 
and its parietal pelvic fascia. There are four 
levator involved perirectal spaces — the right and 
left pelvirectal spaces, the retrorectal space and 
the posterior levator space. All these spaces are 
filled with loose areolar tissue. Their anatomical 
description itself intimates the precautions that 
one should take in surgically treating their in- 
volving abscess. Whereas their cavitation may 
be opened by incision, blunt dilatation to break 
down the abscessed cavity should follow, rather 
than any further incision for fear of hemorrhage 
or serious tissue damage. 

The pelvirectal spaces are supralevator and 
below the peritoneum (Figures 2, 4). Medially 
they are walled off by the pelvic fascia which 
likewise surrounds the anterior upper rectum, 
the bladder, the uterus and vagina or prostate. 
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Laterally they are bounded by the obturator 
fascia. 

The retrorectal space is laterally separated 
from each pelvirectal space by the rectal stalks. 
It is supralevator and lies between the sacrum 
with its coccyx and the rectum. 

The posterior levator space is intralevator and 
is a wedge-shaped space formed by diverging su- 
perior and inferior layers of the iliococcygeal 
and pubococcygeal portions of the levator as 
with fibers of the conjoint longitudinal muscle 
they fuse with the longitudinal layer of the rec- 
tum. Further divergence posteriorly leaves an 
open space in the deep postanal space which 
thereby forms a horseshoe tract with its base 
posteriorly. Fossules are formed by the decus- 
sating layers of the levator. It is bounded pos- 
teriorly and superiorly by the rectococcygeus and 
laterally and medially by the upper sheath of 
the levator ani and the puborectalis. It is 
bounded inferiorly by the subcutaneous external 
sphincter, the corrugator cutis, the inferior fi- 
bers of the puborectalis and the anococcygeal 
raphe (termed more properly coccygeal muscu- 
lar raphe by Courtney). 

Drainage of the posterior levator space should 
be by wide circumlateral saucerized wound 
through the ischiorectal space into the lateral 
extension of the space by incision through the 
lower sheath of the decussating levator ani close 
to the lateral rectal wall and carrying into the 
deep postanal area and posterior levator space 
by counter-drainage. Posterior saucerized drain- 
age carries by separation and linear radial in- 
cision through the subcutaneous external sphinc- 
ter and corrugator fibers as well as through the 
anococcygeal raphe (coccygeal muscular raphe), 
(Figure 5). 

Drainage of the retrorectal space may be with 
a wound similar to that just described for the 
postanal saucerized wound of the posterior leva- 
tor space. The incision into the retrorectal space 
may carry through the rectococcygeus or to the 
side of it through the superior layer and parietal 





Figure 5 


Industrial Medicine and Surgery 




















pelvic fascia of the levator ani muscle. Incision 
should parallel and separate the levator fibers. 

Drainage of the pelvirectal fossa must be 
through the levator ani and its parietal pelvic 
fascia. It should parallel and not transect its 
fibers and should be fairly close to the rectal 
lateral wall. The ischiorectal fossae are the sites 
for saucerized wound and route approaches 
(Figures 3, 7). 

Intramural and submucosal abscessed involve- 
ment are frequently supralevator abscesses, al- 
though they may be discrete or accompany in- 
fralevator anorectal abscesses. Their bulging 
presence into the lumen of the bowel makes their 
drainage by the infralevator fossae difficult, 
since rupture inadvertently into the rectal lumen 
may occur on blunt dilatation for drainage in- 
feriorly. Transrectal drainage must be avoided. 

Submucosal abscess alone is but a sinus and 
must be treated with great care when in the 
rectovaginal septum for fear of rectovaginal 
fistula. Anteriorly in the male it is frequently 
confused with vesiculoprostatic abscess. 

The levator uninvolved fistulectomy aims to 
convert a tunnelled fistulous tract from internal 
single or multiple anorectal openings to single 
or multiple external secondary exits into an 
open saucerized wound. No fistulectomy is neces- 
sarily a complete excision of tissue, but usually 
is a subtotal fistulectomy. 

Surgery in the intra-anal area requires ex- 
cision of crypts and associated ducts or glands 
by resection of the mucosa superior to the den- 
tate margin and incision and partial excision of 
the internal sphincter muscle at this area, fol- 
lowed by suture of the mucosa transversely just 
superior to the dentate margin (anorectal line), 
(Figure 3). The intra-anal wound must then 
connect with the external saucerized wound, 
either made by the previous abscess drainage 
operation or now made in saucerized fashion of 
the external fistulous tract. It must be dealt 
with as previously detailed. That is, it must be 
excised radially down to the base of the tract, 
which may require the use of the seton when 
the sphincter is completely undermined. The 
base of tract may be left in most instances, un- 
less the fistula is tuberculous or retraction and 
deformity of the tissue is marked. This hastens 
healing. 


Cutaneous Type of Anal Abscess 


The solely discrete cutaneous abscess is not a 
fistula, but examination must be carefully made 
inasmuch as superficial fistulous tracts carrying 
over the sphincter are exceedingly small at times 
and require a minute probe to diagnose. 


Subcutaneous Abscess and Fistula 


The subcutaneous type that is close to the 
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Figure 6 


anus is usually simple and may course to a pri- 
mary crypt over, through or under the sub- 
cutaneous external sphincter (Figure 2). Those 
anterior to a line drawn across the anus from 
the ischial tuberosities are usually simple and 
direct and course to a crypt directly opposite. 
Those posterior to a line so drawn are usually 
circumanal and carry to a primary cryptic fis- 
tulous opening at the posterior anorectal line 
(Goodsall’s line). 


Perineal Type 


This type may completely undermine the peri- 
neal body and the transverse perineal muscle. 
It may even extend into the rectovaginal septum. 
When deeply coursing in the female they are 
particularly difficult, especially when previous 
third degree tears are in evidence. Wide saucer- 
ization is then necessary with only partial sever- 
ance of the sphincter which must be done with 
care. Perineorrhaphy may also be necessary. 


Ischiorectal (Ischioanal) Type 


These may be either simple anorectal subcu- 
taneous fistulas or, on the other hand, cir- 
cumanally coursing types with their primary 
cryptic fistulous opening present posteriorly. In 
such cases they carry into the deep postanal 
area coursing inferiorly coursing fibers of the 
puborectalis and the subcutaneous external 
sphincter. Separate saucerized wounds should be 
made laterally over the ischiorectal fossa and 
posteriorly over the postanal fossa. The skin 
must be allowed to remain attached on either 
side of the posterior wound so as to maintain 
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its attachment to the coccyx and sacrum and, 
thereby, maintain continence. Counter-drainage 
is made through these two areas (Figures 3, 7). 


Postanal Type 


The deep coursing of postanal fistula is simi- 
lar to the ischiorectal horseshoe fistula in its 
posterior wound surgery. A saucerized wound 
should be made and an incision made radially 
through the decussating fibers of the corrugator 
cutis and subcutaneous externa! sphincter. Fibers 
from the puborectalis that course inferiorly are 
likewise incised and separated and this usually 
leads to the involved crypt directly opposite in 
the midline. The use of the seton is not neces- 
sary in this region because of the decussation 
of corrugator cutis and sphincter muscle fibers 
which hold the sphincter ends intact. Suture of 
the skin to the fascial edges and to the base of 
the wound with a fine nonabsorbable silk are of 
great benefit. Suture of the divided sphincter 
muscle fibers with nonabsorbable suture or 
chromic catgut help in the proper healing of 
the wound. 

The superficial coursing postanal fistula is 
similar to the deep postanal type, excepting that 
the incision made posteriorly and radially carries 
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only partially through the subcutaneous external 
sphincter muscle fibers. 


Miscellaneous Types of Anorectal Fistula 


Anorectal abscess is uncommon during preg- 
nancy due the profound changes of pregnancy 
that prevent its occurrence. When rarely present 
it is exceedingly severe and should be handled 


with extraordinary care. Fistulectomy should 
not be performed during pregnancy.* 
Anorectal abscess and fistula in infancy, 


though not uncommon, usually can be corrected 
by office management by keeping the external 
fistulous stoma open. In time it seals and finally 
completely heals. 

Epidermoid cancer occasionally accompanies 
anorectal fistula and should not be discussed in 
this treatise. 

Fissure-in-ano or anal ulcer may be the cause 
of or accompany an anorectal fistula and ab- 
scess, but the pathology and the treatment are 
identical. 

The tuberculous anoroectal fistula requires a 
more complete excision than in other fistulas. 
Streptomycin 0.5 to 1.0 grams intramuscularly 
daily and para-aminosalicylic acid 3.0 grams 
four times daily may be given with benefit.® 
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Summary and Conclusions 


The successful management of anorectal ab- 
scess and fistula depends upon a keen apprecia- 
tion of the etiology, anatomy of the pelvis and 
anopelvirectum, the pathology, a careful diag- 
nosis and, finally, upon general and specific rules 
and principles governing such types of anorectal 
surgery. 

A common classification of anorectal abscess 
and anorectal fistula was made, since anoroectal 
abscess both produces and determines the type 
of anorectal fistula by the location and extent of 
its involving process and the management of 
both are interrelated. 

All types of anorectal abscess and fistula were 
discussed in detail, excepting those complicated 
types such as rectovaginal fistulas. 


be used. We are indebted to Miss Ramona Mor- 
gan, University of Illinois College of Medicine, 
for the original drawings, and to Harold Court- 
ney, M.D., Syracuse, New York, for his coopera- 
tion and assistance. 
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Statistics of Occupational Accidents and Diseases 


The International Conference of Labour Statisticians, the expert body set up by 
the International Labour Organisation to recommend international standards in the 
field of labour statistics has considered the topic of statistics of industrial accidents 
and occupational diseases on a number of occasions in the past. The First International 
Conference of Labour Statisticians which met in 1923 passed a resolution on the sub- 
ject, making recommendations as regards the classification of industrial accidents by 
industry, accident cause, extent and degree of disability, and the location and the 
nature of injury. The resolution further recommended standard methods for the 
compilation of frequency and severity rates for industrial injuries. The recommendations 
of the First Conference were reviewed at the Sixth International Conference of Labour 
Statisticians which met at Montreal in 1947, in the light of developments in the inter- 
vening period. This Conference made a revision of the methods concerning the compila- 
tion of frequency and severity rates of industrial injuries which has been recommended 
by the First Conference in 1923. The Conference also recognised the need for an early 
revision of the 1923 classification of accident causes for purposes of accident prevention 
and the need for the setting up of a standard scale for the assessment of the time 
charges for cases of permanent partial disability. The Seventh International Conference 
of Labour Statisticians which met in Geneva in 1949 considered the feasibility of an 
international convention on the standardization of the statistics of industrial injuries 
and occupational diseases, but concluded that the existing state of development of such 
statistics in the various countries did not then justify the drafting of a convention on 
this topic. The subject of statistics of occupational diseases was discussed at the 
Kight Conference which met in Geneva in the autumn of 1954. Methods of statistics 
of occupational diseases are studied in the General Report on Progress of Labour 
Statistics prepared for the Conference. The Conference recommended that in coopera- 
tion with WHO and UN the Office should study data in this field with a view to their 
publication, and laid down principles for the compilation of statistics of occupational 


diseases. —From Safety and Health of Workers, International Labor Organization. 
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Asian Influenza Immunization Program 


_.. Its Effects on Absenteeism 


STANLEY GOTTLIEB, M.D., Medical Director 


Missile and Ordnance Systems Department 


General Electric Company 


Philadelphia 


n August, 1957, the employees of the General 
Electric Company’s Missile and Ordnance 
Systems Department in Philadelphia were offered 
inoculation with Asian influenza vaccine. In the 
department’s ensuing inoculation program 94.3% 
of the employees were inoculated. Of the re- 
maining 5.7%, only an insignificant number 
was not given the vaccine because of allergy to 
eggs. The workers were inoculated with a 1 ce 
dose of 200 CCA unit influenza virus vaccine, 
monovalent type A. The dosage and method of 
administration were in accordance with recom- 
mendations of the vaccine manufacturer and of 
the U. S. Public Health Service. In order to 
evaluate the effectiveness of this program, ad- 
ministering officials accumulated statistics over a 
13-week period beginning October 7, 1957, and 
ending January 5, 1958. 

To compile these records, all managers were 
asked to indicate whether personal-illness absence 
of employees resulted from influenza or suspected 
influenza. Separate reporting codes were estab- 
lished to distinguish absence owing to influenza 
infection among employees who were inoculated 
and to those who were not inoculated with the 
vaccine. This information was tabulated and a 
weekly “Report of Personal Illness” issued. In 
most cases the information reported by em- 
ployees and managers was not investigated. Dur- 
ing this period several virus diseases, which 
have symptoms similar to Asian influenza, were 
prevalent. It is probable that some of the illnesses 
reported by employees as Asian influenza were 
actually due to other types of viruses. However, 
it is assumed that the same diseases were re- 
ported as Asian influenza by all employees — 
those inoculated and those not inoculated. 

The statistics accumulated during the 13-week 
survey period are shown in the accompanying 
table. 

An analysis of this table indicates that 
171 employees who received the vaccine reported 
Asian influenza infection. These 171 employees 


Prepared in conjunction with Finance Operation, M & OSD, 
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were absent 372 days for an average of 2.2 days 
per employee. The incidence of Asian influenza 
among employees who received the vaccine was 
6.3%. A total of 26 employees who did not re- 
ceive the vaccine reported Asian influenza infec- 
tion. These 26 employees were absent a total of 
63 days for an average of 2.4 days per employee. 
The incidence of Asian influenza among employ- 
ees who did not receive the vaccine was 15.8%. 

Approximately 99% of the employees who re- 
ceived the influenza vaccine were inoculated by 
September 22, 1957. Our information notes that 


ASIAN INFLUENZA SURVEY STATISTICS 


Days Lost by 
Infected Employees 


Number of 
Employees Infected 


Not Not 
Week Immu- Immu- Immu- Immu- 
Ending nized nized Total nized nized Total 
10/13/57 43 6 49 86 13 99 
10/20/57 41 5 46 88 13 101 
10/27/57 40) 10 50 85 29 114 
11/3/57 31 1 32 79 1 80 
11/7/57 3 2 5 q 5 i2 
11/17/57 5 1 S* 15 1 16 
11/24/57 1 0 1 1 0 1 
12/1/57 3 1 4 4 1 5 
12/8/57 1 0 1 2 0 2 
12/15/57 0 0 0 0 0 0 
12/22/57 0 0 0 0 0 0 
12/29/57 1 0 1 2 0 2 
1/5/58 2 0 2 3 0 3 
Totals 171 26 197 372 63 435 
Average Number of Emp!oyees on Payroll — 2893 


the incidence of influenza among employees 
reached its peak during the week ending October 
27, 1957. Medical sources indicate that the anti- 
body response following inoculation attains a 
high level within two weeks. Assuming this to 
be true, our immunized employees attained a 
protective antibody level before the peak period. 
This factor contributed greatly to the success 
of our program. 

Under our Asian influenza inoculation pro- 
gram, a total of 197 employees reported infec- 
tion of influenza or suspected influenza. These 
employees lost a total of 435 working days, or 
3,480 hours. Assuming that this program had 
not been offered, and based on the statistics 
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compiled for employees who were not immunized, one and one-half times greater. 


approximately 457 employees would have been No attempt is made in this report to establish 
absent, and a total of 1,097 working days or a monetary savings because information on such 
8,776 hours lost, due to influenza infection. varying factors as paid illness absence, and a 


The survey suggests that our Asian influenza breakdown by types of employees was not gath- 
immunization program saved the department’ ered. Our conclusion is that the cost of the pro- 
approximately 5,296 working hours. If this pro- gram was minimal when compared with the 
gram had not been initiated in the company, ab- working hours saved and the resulting good 
sence due to Asian influenza would have been health and morale of our employees. 


No More “Specs” 


Executives who feel that “spectacles” detract from their appearance may want 
to consider contact lenses. About two out of every 76 persons who require optical aids 
use these invisible lenses. Wearers number between 2-million and 3-million, now that 
the lenses have been greatly improved and the wearing procedure simplified. Develop- 
ment of the plastic corneal lens (a tiny, unbreakable disk) means contact lenses can 
be worn with comfort by many more people than previously — provided they have 
been properly fitted and trained in their use. There are two general classifications of 
contact lenses: (1) the scleral lens, covering the entire eye, and (2) the corneal lens, 
covering only the cornea. Corneal lenses are the most popular, being worn by about 
80% of those using contact lenses. However, there are some conditions under which 
only scleral lenses may be used. Both types are virtually invisible and, for most people, 
harmless to the eye. With proper care they can be worn as long as eyeglasses. Most 
contact lens wearers are women, but an increasing number of men are being fitted. 
The ratio now is about three women to two men. Thirteen years ago, only 50,000 
wore contact lenses, with 85% of the wearers having serious eye defects, according to 
the Eye Research Foundation of Chicago. Today, 80% wear them for appearance sake. 
Another reason for their increasing popularity is that they can be worn for sports. 
Both corneal and scleral plastic lenses allow full peripheral vision and eliminate the 
possibility of eye injury due to shattered glass. (The Air Force has fitted a number 
of jet pilots with contact lenses.) While scleral lenses can be worn while swimming, 
some lens fitters have reservations about corneal lenses because they may be dislodged 
in water. One distinct advantage of contact lenses over regular eyeglasses is that they 
do not steam up in cold weather nor streak in the rain. Also, they provide a broader 
field of vision. Some sportsmen have two sets, one for regular use, and another (tinted) 
for outdoor glare. Nearsightedness, farsightedness, abnormal corneal formations, and 
astigmatism are among the visual conditions most frequently treated with contact 
lenses. They’re also particularly effective following removal of cataracts. Before you 
decide on contact lenses, consult your eye doctor to be sure he recommends them for 
you. If he himself doesn’t prescribe and fit them, he will refer you to an ophthalmologist, 
optometrist, or optician who does. One warning: Thousands of contact lenses reportedly 
are being sold by untrained dispensers who provide neither proper fitting nor training 
in the use of the lenses. Better Business Bureaus continue to warn against misleading 
advertisements that claim anyone can wear contact lenses and that they correct all 
defects. What can you expect if your doctor recommends contact lenses? For a corneal 
lens, a technician measures the curve of your eye and grinds the lens on the basis of 
an eye chart test. The corneal lens adheres through capillary action, floating on a thin 
film of tears. The fitting of scleral lenses is more involved. That necessitates taking a 
mold of the eye — a painless process done under local anaesthetic and grinding the 
lens to the doctor’s prescription. It is custom-made to fit your eye. Getting accustomed 
to contact lenses takes self-discipline and determination. A person who has sensitive 
eyelids or a nervous temperament is a poor candidate. The time required to get used 
to wearing the lenses depends on three factors: motivation, personality, and building 
up a tolerance to the “intruder.” For most people, it takes about three months; others 
may require over a year. One laboratory does not consider a person is making proper 
use of contact lenses until he wears them 16 hours a day. Cost: You’ll pay between 
$150 and $300, depending on your prescription, the contact lens practitioners’ regular 
fees, and the training time. Be sure the price you pay includes proper training. Bifocal 
contact lenses, still in the experimental stage, may cost considerably more. And don’t 
neglect insurance coverage for them. The colorless lenses are easily lost. Premiums 
range from $10 to $25 a year. —From Business Week, July 19, 1958. 
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Alcoholism in Industry 


PAUL S. MORGAN 


Industrial Relations Manager 


— ' 
Morgan Construction Company 


Worcester, Massachusetts 


leoholism ranks third in prevalence among 

major health threats. Only mental and heart 
ailments precede it. Alcoholics are sick people, 
the victims of a progressive disease calling for 
medical, psychiatric and social help. 

Contrary to general belief, the great majority 
of the alcoholic population is not the visible 
“skid-row” type of alcoholic found in the Monday 
morning line-ups, in the jails and in the city 
hospitals. Some 85° of all alcoholics are to be 
found in the homes, factories, offices and com- 
munities of America; they still have families, 
are still emplovable and often they have excep- 
tional skills. 

Wage losses through absenteeism in industry, 
owing to excessive drinking, have been computed 
at 432 million dollars per annum. In addition, 
the loss of valuable personnel who fall victims 
to alcoholism after years of investment in their 
training is costing industry an astronomical 
amount every year. 

The number of hospital beds, clinics and per- 
sonnel available for dealing with this vast public 
health problem today is acknowledged to be 
ridiculously inadequate. 

The National Council on Alcoholism provides 
the community, the professions, industries and 
agencies involved, with the medical, scientific and 
practical knowledge needed to rehabilitate alco- 
holics and prevent alcoholism. 

Rehabilitation, education and community serv- 
ices are the greatest forces operating today for 
the control and prevention of alcoholism in the 
home, on the job and in the community. 

Although a few companies are doing an out- 
standing job with the alcoholic, the vast majority 
are doing nothing. Perhaps it would be helpful 
and constructive to outline how one company in 
Worcester tackled the problem successfully. 

One day about two years ago the vice presi- 
dent of a company employing five thousand people 
called in the employment manager and told him, 
“Fred, I want you to study our personnel rec- 
ords and tell me how many alcoholics we have 
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working here, and what we can do about them.” 
Now Fred, at that time, didn’t know an al- 
coholic from a social drinker, but he naturally 
said ‘‘Yes, sir” to the vice president, and started 
digging. He had two sources of information: 
the company records and the Worcester Com- 
mittee on Alcoholism. Incidentally, it was an 
enlightened group of industry leaders and doc- 
tors who started this Worcester Committee. 
From the Worcester Committee office, Fred 

was able to get a lot of background, literature 
and information about what Worcester had to 
offer the alcoholic, and he was also able to get 
literature about the Yale University Center of 
Alcohol Studies. The Yale story interested Fred 
so much that the company sent him to the one- 
month clinic at Yale for the complete story. This 
provided him with a rich background of the 
problem and data to tackle his own situation. 
Returning to the company, he worked out a for- 
mula which he picked up at Yale, and estimated 
the size of the problem for his company. It 
worked out like this: 

5,000 

80°, 

4,009 social drinkers 

06% 


240.00 are problem drinkers 
— 20% 


48.0 are alcoholics and need help 

Before going any further it is important to 
define our terms. 

Social Drinkers: Yale would say that’s 80% 
of us. That’s the fellow who when he tells you 
that he has an average of three or four drinks 
a week with friends is telling the truth. 

Problem Drinkers: are heavy drinkers who 
go on weekend binges from time to time, oc- 
casionally lose time, and occasionally show up 
with big heads, sick stomachs, and hangovers. 
They are potential alcoholics. 

Alcoholics: are uncontrolled drinkers. They 
are sick people. They can be readily discerned 
from their work record, medical record, atten- 
dance record, and by asking the supervisor. 
Fred’s job was to find them. 
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He started by examining work, medical and 
attendance records, and from this study he pre- 
pared a list of possibilities. 

The next step was to classify correctly each 
name on the list, because there might be other 
reasons for the man’s poor record. In doing this 
of course, the company doctor and the medical 
department were very helpful, and assisted in 
boiling the list down. The other source of veri- 
fication was the supervisor, and he proved to 
be a tough nut to crack. Believe it or not, most 
supervisors cover up their men’s weak points. 
They are under the impression that a poor worker 
or a worker with poor attendance reflects on 
them, the supervisors. So Fred didn’t get much 
help from them and was face to face with a 
road-block. 

Fortunately, the company had monthly meet- 
ings of its supervisors, and Fred prevailed on 
the powers-that-be to devote one meeting to 
presenting the alcohol problem, the company’s 
interest in helping rather than firing the alco- 
holic, and the need for the supervisor’s coopera- 
tion. This did the trick. Fred’s list ended up 
with 33 names on it —15 short of the formula 
prediction. This was two years ago and the start. 
Right now Fred has 55 on his list, which verifies 
the formula, and shows that once such a pro- 
gram is started there are still more to emerge. 
The facts about these 33 alcoholics speak for 
themselves, and they will surprise you: Average 
age— 46 years; average service—16 years; aver- 
age pay—$2.44 per hour, which means they were, 
in general, skilled men; average lost time — 45 
days per year, or $850. to each one. 

Now Fred just couldn’t go look up these 33 
employees and say “We think you’re an alcoholic, 
we want to help you, here’s what we’re going to 
do,” and thus solve the entire matter in one 
month. Fred had to wait for the right moment, 
for the moment when the alcoholic was ready 
for help. This may be a Sunday, a holiday, at 
10 o’clock at night, or more conveniently during 
Fred’s regular working hours. It’s a strange 
thing, but the alcoholic himself must recognize 
not only that he has a problem, but that he must 
do something about it before anyone else can 
help. And when he finally comes to these two 
realizations, it is vital to be on the spot — ready, 
willing and able to help. 

What forms of help does Fred have at his 
disposal? Fortunately, he has several, and they 
are all right in Worcester, Massachusetts. 

He can go back to the Worcester Committee 
on Alcoholism for assistance in a referral, or 
several referrals. An alcoholic seldom has a 
single problem. There are always kindred prob- 
lems; poverty, marital differences, maladjusted 
children, housing, etc. The Worcester Committee 
can assist materially in reducing worry over 
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these other problems, thus increasing the chances 
for the alcoholic’s recovery. 

Fred can suggest that the person become an 
in-patient or an out-patient at the St. Vincent’s 
Hospital Alcoholic Clinic. 

Fred can contact Alcoholics Anonymous and 
they will make a real effort to pick an AA mem- 
ber to help. AA members within the plant are 
authorized to consult and assist others at any 
time. 

Fred can suggest the person go to a rest home. 
He can refer him to his own doctor, the company 
doctor or a psychiatrist. He can contact the 
man’s parson or priest. He can give him litera- 
ture to read, such as Dr. Seleger’s 20 Questions 
or Father Ford’s “Characteristics of Alcohol- 
ism.” 

And above all, Fred can listen to the man’s 
story. When these people are ready for help, they 
are often ready to get a lot off their chests. A 
good listener is most important. Through listen- 
ing, Fred found there were several conditions 
common to most cases. These were: no religious 
affiliation, unhappy childhood and currently a 
poor home life. 

Now that a referral or contact is made through 
Fred, his job is not done. In G. B. Shaw’s words, 
“The road to hell is paved with good intentions.” 
Fred has to follow up, and follow up, and follow 
up. Fred becomes a pretty important man in the 
alcoholic’s life because he is never ever cured of 
the disease. Periodic conversations and pep talks, 
more listening and encouragement are essential. 
The alcoholic may slip from time to time, and 
often it means starting from scratch again. He 
needs a good crutch like Fred to stay on the 
straight and narrow. 

No names get dropped from Fred’s list. Now 
let’s look at his two-year record. Two out of 
the original 33 have been fired because they 
wouldn’t co-operate at all, and one resigned. This 
is a remarkably low firing rate when you consider 
that most companies in these United States fire 
the alcoholic on first diagnosis. One company 
president is quoted by the National Industrial 
Conference Board as saying on the subject of 
alcohol, ‘Everyone has to have his fling at trying 
to rehabilitate some trusted employee who has 
gone wrong. I have had two flings, have failed 
miserably both times, and shall not try again. 
It costs the company too much while the ex- 
periments are in progress.” 

For the remaining 30 alcoholic employees, Fred 
reports much improvement. It is impossible to 
say that any are cured, nor is it possible to meas- 
ure in accurate terms the amount of improve- 
ment in each case. It is possible to say that they 
are not losing the time or money that they were 
losing before, but other than that the improve- 
ment falls into the following immeasurable cate- 
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gories: A restored self respect; a better man 
not only to himself, but to his family and neigh- 
borhood; a skilled productive employee for the 
company who doesn’t lose time, thus creating 
loss of production and necessitating temporary 
transfers; no expense for breaking in a new man. 

A word of explanation on Worcester’s fine 
St. Vincent’s Hospital Alcoholic Clinic is in order 
here. This is one of 13 State financed clinics in 
Massachusetts and it is outstanding. It has bed 
facilities as well as clinic facilities. This clinic 
has screened over 2,000 alcoholism cases in three 
and a half years. They have 350 active cases to- 
day. The clinic is medically-oriented rather than 
psychiatric-oriented. It has one doctor in charge 
and one psychiatrist and one physiologist on the 
staff, in addition to three social workers. The 
director of Social Service at the hospital also 
carries a full load for the Alcoholic Clinic. They 
use a team approach and work together to analyze 
and treat each patient. And they go even further 
because they deal with the entire family unit. 
For example, they have the wives of alcoholics 
attend group meetings to discuss their wide 
variety of problems. And they consult with the 
children of alcoholics to give them a better under- 
standing of the family problem. Presently, they 
have eight psychotherapy groups meeting reg- 
ularly. 

Referrals to the clinic come from many sources. 
These include the clergy, doctors, relatives, AA, 
social agencies, the courts and industry. About 
20% come on their own. The social and economic 
status of those coming to the clinic closely paral- 
lels the overall economic and social structure of 
Worcester. In other words, alcoholism can and 
does affect every type of person, and knows no 
social barriers. 

The clinic is trying hard to acquaint Worcester 
industry with the alcoholic message. They have 
recently started inviting representatives of Wor- 


cester industry to meetings at the clinic to show 
them what can be done and how to do it. Since 
most alcoholics and potential alcoholics do hold 
jobs, the most logical source of referrals is from 
employers and their medical departments. 

The row is long and tough to hoe. When the 
Conference Board recently asked 100 company 
executives what action, if any, his company might 
take in the future to deal with the problem of 
alcoholism, 42 said, “We do not have an alcohol 
problem here.’ Forty replied, “We recognize 
that alcoholism is a problem but will probably 
give our attention to other company problems 
that seem more serious or urgent to us.” While 
only 18 stated, ‘We probably will give more at- 
tention to the alcohol problem in the future.” 

These answers in a nutshell mean that a too- 
great segment of top management does not really 
understand the problem of alcoholism or its solu- 
tion. Fred and his company have done an out- 
standing job. Other companies are doing a fine 
job. Allis-Chalmers reports that it has cut its 
firing rate for alcoholics from 95% to 8%. They 
anticipate saving $80,000 a year in absenteeism 
costs alone. This makes the program not only 
humane but profitable. But there are thousands 
more that could be doing the job. 

The industrial physician is an ideal person to 
trigger a program in his company. I have out- 
lined how one company did it, using the employ- 
ment manager as the leg man and the doctor ar- 
ranging the program. This is an ideal arrange- 
ment, and I urge you to start an analysis of your 
medical and attendance records to see how many 
alcoholics you can find. 

The formula I presented earlier will give you 
a guide as to how many you should find. At the 
same time, start an education program with your 
supervisors and your line organization right to 
the top. Once aware of the situation, the openings 
for constructive action are bound to occur. 





New Lung Disease 


A new lung disease that appears to be caused by the inhalation of some injurious 
substance and has claimed the lives of almost a third of its victims was discussed 
at a meeting of the International Academy of Pathology. The new disease is called 
pulmonary alveolar proteinosis. It was described by Samuel H. Rosen, M.D., of the 
Armed Forces Institute of Pathology, Benjamin Castleman, M.D., of the Massachusetts 
General Hospital and Harvard Medical School, and Averill A. Liebow, M.D., of Yale 
Medical School. Dr. Castleman said symptoms were shortness of breath, fatigue, loss 
of weight and a persistent cough. Suggested causes included insecticides, detergents, 


plastics and therapeutic drugs. 






—From New York Times, April 22, 1958 
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Do Periodic Health Appraisals 
Pay Dividends? 


C. E. MARTIN, M.D., Medical Director 


M. J. HANLEY, M.D., Medical Department 


hortages in many categories of personnel dur- 
~ ing periods of normal or accelerated economic 
growth plus increased costs of on-the-job training 
have focused attention on the desirability of 
keeping employees satisfied, healthy, and _ pro- 
ductive. Medicine can and does make a definite 
contribution on both these scores. The Medical 
Department at Bell Telephone Laboratories has 
been increasingly impressed with the usefulness 
of its program of periodic health appraisals in 
furthering these ends. 

Over the years our physicians have done many 
thousands of these examinations with seemingly 
favorable response on the part of management 
and the other employees. However, as in most 
programs which involve considerable expense, 
an occasional reappraisal of objectives, proce- 
dures and results is stimulating to the examining 
physicians, and it is to be hoped, productive of 
a better service to the employee. 


Method 


Perhaps the first point to be restudied is the 
location of the examinations, i.e. in our own 
medical department or at an outside clinic or 
specialist’s office. Certainly much could be said 
for the workup by these outside facilities. In 
addition to the competence of the men themselves 
and the availability of consultants and special 
equipment, the employee is sometimes more con- 
vinced of the confidential treatment of the re- 
sults of the examination. But wherever per- 
formed, the employee must be certain in his own 
mind of the privileged doctor-patient relation- 
ship. 

Our program has been offered in our own 
medical departments. We have attempted to staff 
our locations with competent and sympathetic 
physicians, virtually all with orientation in in- 
ternal medicine. So frequently men with other 


Portions of this paper were given at the Bell System Medical 
Directors’ Conference, Hershey, Pa., October 24, 1956, and at a 
meeting of the New Jersey State Industrial Medical Association 
March 15, 1957. 
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interests lack the diagnostic disciplines and ap- 
plied physiology for this work. 

The examination itself consists of a careful 
history, with the systemic review underlined, 
and a meticulous physical including fundoscopic, 
neurological, and in men, a routine rectal exam- 
ination. 

As Page! and others have pointed out, we feel 
that a mere reporting of overt organic findings 
is not enough for this type of examination. It 
should be a complete health inventory with 
orientation to work and home included. After 
the first periodic the history taking is expedited 
by a questionnaire completed by the employee 
in advance covering a review of systems (with 
only yes or no answers), interval health history 
and space for problems the employee wishes to 
discuss. 

Comparisons with other programs reveal at 
least the following deficiencies in our procedure: 
Failure to keep family histories up-to-date, 
omission of a routine sigmoidoscopy and possibly 
the failure to provide a facility for elective 
vaginal studies on our older female employees. 
However, numerically the group has not been 
large and this procedure is often suggested 
threugh a personal physician. 

The physician’s history and additions to the 
patient’s questionnaire and the physical exam- 
ination with ample space for positive findings 
have been manipulated onto one side of a single 
81% in. by 11 in. sheet for easier filing and refer- 
ence. 

The ancillary workup is of course a much 
more debatable field. We are now doing a urin- 
alysis two hours after a full meal, a hemoglobin, 
a chest x-ray and almost always an electrocardio- 
gram. Needless to say other routines have been 
tried and dropped. But we have available virtual- 
ly any diagnostic procedure if the indication 
arises. Some comments on other workups found 
in the literature will be made in the discussion. 

A skeleton summary sheet recapitulates the 
process and is especially useful since we do not 
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have cross-indexing by diagnosis. The form 
includes name, age, sex, general work classifica- 
tion (i.e. clerical, unskilled, etc.), major and 
then lesser diagnoses made, workup done and 
instructions given the employee (consult own 
physician, no further study indicated etc.). One 
sheet can be used for a number of examinations 
obviating the need for repeating much of the 
information. 

The examination form and the employee’s 
questionnaire are stapled together and are filed 
in the employee’s case folder, thus being avail- 
able for consultation when he presents with 
symptoms at a later time. But the summary 
sheets are filed separately and alphabetically for 
statistical use. 

A special effort has been made to interest 
the people over age 40 and management (sub- 
department head and up) in this purely volun- 
tary program. Letters are sent to the people in 
these groups over the medical director’s signa- 
ture, urging annual examinations. Some phone 
calls are made by our receptionists. Tactfully 
deferring a number of the younger people is a 
frequent problem. However, a sizable group of 
these, especially those with chronic organic 
disease, are also examined annually, while facili- 
ties are available to examine the 35-39 year old 
group every two years and the 25-34 year sec- 
tion every two to three years depending on case 
load. 

We feel, as Elsom, et al.2 noted recently, that 
re-examining the same individuals is not time 
lost. Besides vielding significant information on 
the progressive status and later therapy of many 
conditions previously found, it offers an oppor- 
tunity for discovery of new abnormalities. 
Equally important, the physician can again 
stress the need of preventive medicine and good 
health hygiene. 

A word about the management examination. 
Except for an attempt to examine those under 
age 40 annually the approach and workup is 
similar to all the other periodics. In these people 
even greater effort is made in the questioning 
to elicit evidences of excessive work or pressure 
with potential trouble, physical or emotional. 
Perhaps the criteria for doing supplementary 
workup are less rigid, but basically the examina- 
tion is the same. 

While we try to minimize the number of visits 
for all those examined, in the management per- 
sonnel extra effort is made to do so. However in 
all cases we insist on a follow-up visit to give 
the results and allow an opportunity for brief 
discussion and for questions. This has proved 
much more satisfactory than a written report. 
All items of workup are available for delivery 
to personal physicians, a procedure well received 
by the medical community. We give carbon copies 
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of laboratory reports, photostats of EKG’s and 
loan our x-rays. 


Those Examined 


Comment will be made on the examinations 
completed between November 15, 1955, and Au- 
gust 1, 1956. This starting date was _ selected 
because, since the introduction of the summary 
sheet about November 1, 1955, a greater effort 
has been made to standardize the examinations 
at our three major locations. In that eight and 
a half month period we examined 1,281 employees 
or 14% of the total number as of November 1, 
1955. This sompares with 2,672 examinations 
done in the full 12 months of 1956. These 1,281 
can be broken down as follows: 


EXAMINATIONS 


% of Total 
Employees In 
Each Category 


Number 


Category Examined 











All-—age 40 and over 1,043 29% 
Men—-age 40 and over 977 32% 
Women—age 40 and over 66 11% 
Management 146 A5G%* 


*Lowered by the anniversary dates of many of the examina- 
tions. 75% examined in preceding 12 months period. 

















MAJOR DIAGNOSES MADE 
Jo of 
Those Examined 
in Category 


Number With 
Major Diagnosis 





Category 


Men—all ages 290 25% 
Men over 40 278 29% 
Women—all ages 12 12% 
Women over 40 s 12% 

28 19% 


Management 








SIGNIFICANT DIAGNOSES 


Total 20-30 31-40 41-50 51-60 61-65 





Condition 


Myocardial Infarction 35 0 1 13 15 6 
Arteriosclerotic Heart 

Disease (without infarction) 24 0 0 5 14 5 
Hypertensive Heart Disease 20 0° 0 1 15 4 
Rheumatic Heart Disease 11 0 3 2 6 0 
Hypertension R5 z 4 21 34 14 
Peripheral Vascular 

Disease (arterial) 10 0 0 1 q 2 
Varicose Veins 71 0 4 33 31 3 
Cerebral Arteriosclerosis 10 0 0 0 3 q 
Anemia (iron deficiency ) 31 1 3 9 18 0 
Diabetes Mellitus 14 0 1 6 7 0 
Hypothyroidism 7 0 2 1 3 1 
*Pulmonary Tuberculosis & 0 0 4 6 0 
Bronchitis, chronic 12 0 2 2 6 3 
Duodenal Ulcer 22 0 2 8 12 0 
Colitis, chronic (various 

types) 7 0 1 3 3 0 
Hemorrhoids 99 3 6 27 56 7 
Hernia, inguinal 63 0 1 20 33 9 
Hernia, other 6 i) 0 0 6 0 
Osteoarthritis (peripheral) 25 0 0 6 14 5 
Osteoarthritis, spine 10 0 0 4 6 0 
Symptomatic low back 

(exeept arthritis) 14 0 2 7 3 2 
Prostatic Hypertrophy 32 0 0 5 15 12 
Prostatitis, chronic 27 9 1 7 11 8 
Allergies 27 1 7 | 11 1 
Psoriasis 12 0 2 5 4 1 
Skin— other significant 59 1 11 27 7 3 
Sinusitis, chronic 41 1 8 10 17 5 
Deafness (significant) 23 0 0 jl 10 2 
Bursitis 18 0 1 9 “9 1 
Tumors, benign 19 0 2 9 7 2 
Tumors, malignant 6 0 0 5 1 0 
Tension symptoms 46 6 8 6 24 2 
Functional GI symptoms 20 2 0 10 y | 1 


*All Inactive 
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EC ————~— sclerotic heart disease without infarction, one 
SIGNIFICANT DIAGNOSES 0N MANAGEMENT : : 

: : —_—_—— hypertensive heart disease, four other hyper- 
tensives, only one diabetic and no malignancies. 
Again, from the viewpoint of preventive medi- 
cine and later effectiveness we were impressed by 
the 15 management people (10%) who were 





Myocardial Infarction 3 
Arteriosclerotic Heart Disease 

(angina, insufficiency, etc. 
Hypertensive Heart Disease 
Rheumatic Heart Disease 
Diabetes Mellitus 


Hyperthyroidism E ° ‘ ‘ 
Hypertension significantly overweight and the seven with 
— eae frankly psychosomatic complaints (three with 
eripnera ascular isease . . ~ . . . 

Threnshevbiebliis functional GI symptoms, and four with tension 


Varicose Veins 

Generalized Arteriosclerosis 
Cerebral Arteriosclerosis 

Grand Mal due to Cerebral Arteriosclerosis 
Paralysis Agitans (arteriosclerotic) 
Pulmonary Tuberculosis (arrested) 
Hepatitis 

Duodenal Ulcer 

Cholecystitis, chronic 

Colitis, chronic (various types) 
Hemorrhoids 

Functional GI symptoms 

Hernia, inguinal 

Osteoarthritis, peripheral 

Bursitis 

Osteoarthritis, spine 

Prostatic Hypertrophy 

Prostatitis, chronic 

Overweight, significant 

Sinusitis, chronic 

Hay Fever 

Tension symptoms 

Tumors, benign 


symptoms). , 

On the point of psychosomatic disturbances, 
there were 66 cases among the entire 1,281 em- 
ployees and seven among the 146 management 
people or 5.2% versus 4.9%. It will be interest- 
ing to observe, as the series grows larger, 
whether management despite its work load only 
equals the entire work force examined in its 
incidence of pressure and tension sequelae. 

From the same perspective the respective 
frequencies of myocardial infarction and duo- 
denal ulcer are worthy of note. These conditions 
were found only in men. The 35 instances of es- 
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WoRKUP DONE IN CONJUNCTION WITH PERIODICS 





Psoriasis ates ‘ aoe hias : ; : 
Skin, other significant diseases of Note: All employees received at least a urinalysis, hemoglobin 
Deafness 6 and chest x-ray. 
Goiter oxic 1 ee ERE 
a ory ad bice muscl 1 EKG 1079 
pture, lo e ss scte ~ 
be re F 2-Step Master Test 10 
P BMR q 
The benign tumors were: ; 28 
: Audiogram 41 
Neurofibromatosis 1 es - 
Sigmoidoscopy 6 
Rectal Polyp 1 reiie 
; I Riopsy (rectum) 1 
Multiple Leiomyoma 1 : = 
3 ; Medical Consultation 1 
Neurofibroma, cervical spinal cord 1 cares ae = 
ian fos GU Consultation l 





X-rays (Other than Chest) 


Results GI series 19 
Gallbladder 10 
A detailed review of the results is beyond the Barium enema 12 
é ‘ KUB (Flat Films) 4 
scope of the present report but a few points Sinuses 8 
seem pertinent. It will be noted that there was oo . 
evidence of myocardial infarction in 35 male Hands 2 
Finger 1 
employees, one below age 40. In the 18 cases at —— ‘ 
the headquarters location 15 were old and three _ 9 
. e seg 1 
very recent (within two to four months) and Pact ‘ 
one of these three was a pickup on the periodic. ce spine 6 
P P . . A orsal spine q 
Again diabetes mellitus was found in 14 em- Liendieead ania 8 
ployees. In the five at the headquarters one was Sacroiliac joints 2 

an original diagnosis in a man under 40. A num- ; Lebanon Ron A 
; ‘ - ° A “rythrocyte Sedimentation ate 36 
ber of postprandial glycosurias with nondiabetic Sad tined Chet 3 
glucose tolerance curves are being followed. A vw ~_ Count and Differential as 

. JSomplete ood Count 2 
basal cell carcinoma of the forehead and a pros- Wieedine: thine 1 
tatic carcinoma were discovered. One woman had Poesia time : 
a eteropnile 
a malignant melanoma of the leg. There was no Serolone ; 
pulmonary carcinoma. Blood sugar 84 
d s . . Glucose tolerance 4 
A challenging figure is the reported tension BUN 64 
symptoms in 46 employees and functional GI ta sia 7 
symptoms in 20. Indeed, from a company stand- Serum Cholesterol 68 
j j ‘ ‘ ntseritey Serum Bilirubin 3 
point with an eye to long range productivity an eee 2 
this group of 66 diagnoses may be one of our Cephalin flocculation 1 
ome = . Thymol turbidity 5 
most important findings. halk Mies : 
Among the management personnel checked Prostatic smear 2 
. , : Serum iodine 1 
2g cAaC Cc . 

there were found three cases (2%) of previous Print ca Wha tdi 1 
Hematest (stool) 96 


myocardial infarction, four or 2.7% of arterio- 
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tablished myocardial infarction in the 1,179 men 
gives an incidence of 3% while there were 2% 
or three cases in the 146 management personnel. 
Again there were 22 diagnoses of duodenal ulcer 
(2°) in the total group of men versus three 
cases or 2% in the management group. 


Total Cases Found % With 

Condition in Those Examined Conditions 
Psychosomatic All Examined 66 5% 
Management 7 5% 
Myocardial infarction All Men 35 3% 
Management 3 2% 
Duodenal ulcer All Men 22 2% 
Management 3 2% 
Major Diagnosis All Men 290 25% 
Management 28 19% 

Comment 


For an appreciable investment in time and 
money in our periodic health appraisal program, 
we feel the following dividends can be tallied: 

1. Early detection of disease or inadequate 
treatment. 

An increase in health awareness, stimulat- 
ing the employee to take action when ab- 
normal symptoms appear. 

An opportunity to “sell” the employee on 
better health hygiene — realistic living and 
working habits, the role of frustration and 
anxiety, smoking, alcohol, and other ex- 
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cesses. 

4. A chance for continued study of the impact 
of the degenerative diseases on a valuable 
work force of satisfactory living standards. 

5. A comprehensive method of keeping our 
medical records current and useful. 

6. Increased employee confidence in the pro- 
fessional caliber of the Medical Department 
and the confidential care given medical 
records. 

We send out to appropriate specialists our 
x-ray films and electrocardiograms for inter- 
pretation. We are equipped to do x-rays, electro- 
cardiograms, BMR’s, audiograms, urine analyses 
and ESR’s, but have an established clinical labo- 
ratory send in a technician one or two mornings 
per week at each major location to collect sam- 
ples. With case loads of this size the net effect 
seems to be a lower overhead and higher level of 
technical competence. 

The scope of the “routine” supplementary 
laboratory study has been a disturbing question. 
Two items we have considered frequently have 
been a postprandial blood sugar and a serum 
cholesterol. Like many others we hope that a 
relatively inexpensive and yet more significant 
lipid analysis might become available in the 
not too distant future. 

However, we do not want our workups to de- 
teriorate into a laboratory catchall and we find 
support in the literature for this conservatism 
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from such experienced, respected workers as 
Franco* and Page!. We do not subscribe to the 
policy of a number of the companies discussed 
in the Conference Board Reports? that progres- 
sively higher levels of management should be 
given increasingly large lists of x-ray and clin- 
ical laboratory tests automatically. Frequently 
such dubious clinical practice results as doing 
serum acid phosphatases on men with normal 
prostate glands or NPN’s on employees having 
no suggestion of hypertensive, renal, hepatic or 
cardiovascular disease. 

One variety of such workup is the two or 
three day “blitz” type of laboratory and x-ray 
assault in a hospital, usually for the hard-pressed 
executive. The thoroughness of such an investiga- 
tion is to be commended if there are skilled in- 
ternists in charge to integrate the results and 
thus justify the expense. A faint presystolic, 
crescendo murmur to a well trained clinician 
may uncover rheumatic heart disease which no 
chest x-ray or EKG could diagnose. The con- 
verse is to be found in an inquiry in “Queries 
and Minor Notes” in an issue of the Journal of 
the American Medical Association by an indus- 
trial physician on the significance of an ab- 
normal glucose tolerance test run on the third 
day of hospitalization with a near starvation 
diet, enemas and purgatives. Likewise some sus- 
picion could be raised on a report in the liter- 
ature from one company that 12% of the ex- 
ecutives examined had hypothyroidism. We trust 
that there was more evidence for the diagnosis 
than a somewhat low BMR. 

If making diagnoses on laboratory tests is a 
pitfall, equally so is the internal need to justify 
the periodic program with impressive statistics 
on the number and variety of diagnoses made. 
Unfortunately some of these figures are quoted 
in business journals and the lay press. The cause 
of medicine and industrial medicine in particular 
seems poorly served by disturbing frequencies 
of abnormalities in executives and supervision 
when review of the tables show large segments 
of these consist of seemingly innocuous flat feet, 
varicoceles and hemorrhoids. 

The size of the sample of the management 
people we examined is hardly large enough to 
permit broad application. But certainly the al- 
most identical frequencies of psychosomatic di- 
agnoses, duodenal ulcers, even myocardial infarc- 
tion and major diagnoses in the entire group 
and in the management employees do not bear 
out the spectre of increased health hazard with 
greater responsibility in business so frequently 
raised in nonmedical magazines and newspapers. 
However the modest size of the groups studied 
should be noted. 

We think it would be advantageous. if other 
industrial medical departments would review 
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their records and publish data on management 
health. We believe it quite possible that much 
of this fear of the health toll of promotion has 
been overdramatized. 

To date we feel that the cornerstone of a good 
program of periodics is a competent physician, 
capable of studying the employee as a human 
being exposed to stresses both at work and home 
as well as being vulnerable to organic disease. 
He should be able to review carefully the per- 
sonal and family history of the employee, and 
to have the interest, time and skill to do a thor- 
ough physical examination. With this completed 
and the results of a representative routine work- 
up available he should then be in a position to 
order additional tests, even some on meager in- 
dication. Next, to advise the employee of the 
results in language that the employee under- 
stands and to discuss any alarming findings with 
the personal physician. 

We feel that management must adopt a mature 
attitude on these investigations. The expense can- 
not always be proven in with impressive statis- 
tics on the discovery of heart and other chronic 
disease, cancer, obesity, problem drinking ete. 
Nor can the figures on number of examinations 
done and conditions discovered be too exuberantly 
translated into anticipated decreases in morbidity 
and mortality and consequent predictable sav- 
ings in sickness payments and prolonged useful- 
ness of skilled employees. Such dividends, espe- 
cially with good pre-employment examinations 
and a not new periodic program, require careful 
measurement over a long period of years. 

However, subjectively in doing these evalua- 


tions, we have been impressed by their favorable 
reception and resultant value in employee rela- 
tions plus the obvious usefulness in both short 
and long range health conservation. 


Summary 


An approach to and a method of doing periodic 
health appraisals has been outlined. Some of the 
pertinent data on 1,281 examinations (including 
146 on management personnel) in an eight and 
a half month period are reviewed. The problem 
of a supplementary workup consistent with good 
medicine and justifiable expense, as well as the 
pitfalls of “push-button” workups, diagnoses based 
on laboratory tests alone, and the urge to prove 
in costs with lists of minor diagnoses made are 
mentioned. Stress is laid on the role of the quali- 
fied and interested physician. Doubt is raised on 
the greater health risks of more responsible jobs 
as so often elaborated in the lay press. 

(463 West St.) 

Acknowledgements 


W. W. WIDDOWSON, M.D., Medical Officer, Mur- 
ray Hill Laboratories and E. P. GELVIN, M.D., 
Medical Officer, Whippany Laboratories, contri- 
buted much data for this paper. 


References 


1. PAGE, R. C.: An Objective Appraisal of Periodic Health 
Examinations. Indust. Med. and Surg. 22:11 (Nov.) 1953. 

2. Eusom, K. A., Spoont, S. and Porrer, H. P.: An Appraisal 
of the Periodic Health Examination. Indust. Med. and Surg. 
25:8 (Aug.) 1956. 

3. Franco, S. C.: Meeting the Shortcomings of the Periodic 
Physical Examination. /vdust. Med. and Surg. 20:3 (Mar.) 1951. 

4. Conference Board Reports: Company Health Programs for 
Executives. National Industrial Conference Board, Ine., 1955. 


How Many Doctors? 


National Fund for Medical Education, which is trying to raise money for medical 
schools, recently tackled the question of “How many doctors are enough?” The fund 
pointed out that today’s doctor can serve more patients than the doctor of a generation 
ago. He can cover more territory and his office is accessible to people in a wider radius. 
More people see the doctor in his office, instead of having him come to their homes. 
Also, drugs and other therapeutic aids undreamed of 20—or even 10—years ago 
are great time-savers for the doctor. A case of pneumonia, for example, once required 
11 hours of a doctor’s attention. Now it requires about an hour and a half. But there 
is another side to it. There is more for the doctor to do. People see the doctor more fre- 
quently; regular checkups are common; people do not wait as long as they once did 
before calling the doctor when pain strikes. Also, doctors are employed today in indus- 
trial plants, schools, health departments and many other places where formerly medical 

attention was not available. But the overriding factor is that population is increasing 
rapidly. New medical schools in operation or in prospect can bring the rate of increase 
} of doctors up 3,500 a year. But that is only two-thirds of the need if by 1975 even the 
present ratio of one doctor to every 730 persons is to be maintained. Those who have 
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) found their doctor so busy he scarcely has time for them now have informed backing 
for their impression that there aren’t enough doctors. Providing the tremendous amount 
} of money needed for new facilities to right the situation is the problem. 


—From Gloversville, N.Y., Leader Herald, July 2, 1958. 
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Geriatric Rehabilitation 


in Illinois 


n 1954, the Illinois Advisory Committee on 

Aging presented a comprehensive study of 

the needs of older people in the state of Illinois 
and the services available to meet these needs. 

Private and governmental agencies, as well as 
the laity, are increasingly aware that in Illinois 
there are now more than 900,000 people over the 
age of 65, and one and one-quarter million in the 
decade just preceding this. The population of 
older people in state mental hospitals is already 
out of all proportion to the normal population 
spread. Further, the cost of nursing home care 
is constantly increasing and in Illinois, as far 
as we can determine, the average length of stay 
in nursing homes — both public and private — 
is seven and a half years. This demographic rev- 
olution will present the United States with 
more than 14,000,000 oldsters within the next 
20 vears. They are being added to our population 
at the rate of 1,000 per day, and if medical 
science continues the giant strides it has made 
in the last quarter century, some experts predict 
the number might be as great as 20 or 30 million. 

Responsible recognition of the many problems 
which the future portends, and an honest sense 
of responsibility for this important segment of 
our population, has resulted in a translation of 
the recommendations of the advisory committee 
into working programs designed to improve the 
lot of senior citizens in Illinois by means of the 
application of sound medical principles. In this 
we have received gratifying support and guid- 
ance from the medical profession. 

The first program which came into being as a 
result of the report presented by the committee, 
was the Geriatrics Rehabilitation Program. 
Briefly, this is a demonstration and research 
program designed to show that patients who 
are recipients of Old Age Assistance and for 
whom nursing home or state mental hospital 
placement has been recommended by the family 
doctor, can in many instances be returned to 
active community living by the application of 
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Peoria County, Peoria, Ilinois 


contemporary principles of restorative medi- 
cine — both physical and psychiatric — in co- 
operation with the psychosocial representatives 
of the rehabilitation team and an enlightened 
community. Currently two pilot counties are 
offering this program under the auspices of the 
Illinois Public Aid Commission. In Peoria we 
have met with gratifying success in little more 
than a year. Cook County has been plagued with 
the problem of securing facilities, but now, 
through the cooperation of Michael Reese Hos- 
pital, has begun active case processing. Initial 
success in Peoria has been due in large measure 
to the cooperation of the total community — 
cooperation, interest and a genuine feeling for 
their fellow men among an enlightened citizenry 
unequaled in my experience. The program in 
Peoria functions in close cooperation with a 
Technical Advisory Committee appointed by the 
Peoria County Medical Society, and with the 
Institute of Physical Medicine and Rehabilita- 
tion. These two units deserve a special accolade. 

Naturally such a new departure in the concept 
of public responsibility for the aged necessitated 
a deviation from the general policies of the 
Public Aid Commission, in that the program is 
authorized to purchase whatever services may 
be recommended by the screening and attending 
physicians. Caesar too must be served inasmuch 
as, apart from the humanitarian considerations 
of such a program, it was justified on the prin- 
ciple that the application of rehabilitation tech- 
niques to older people would result in a savings 
in public payment for medical care. In the first 
year of operation, a 70-year-old hemiplegic wo- 
man, bedfast for three years, was returned to 
independent community living in a second-floor 
walk-up apartment which she cares for com- 
pletely, and which she has now been able to 
leave to the extent of securing part-time em- 
ployment. Another patient, a former professional 
man fallen on hard times and completely de- 
pendent in a county nursing home, has been re- 
turned to the community and removed from the 
public assistance roll. In our first full year of 
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operation, statistical reports indicate that the 
average reduction in public grants as a result 
of rehabilitation, amounted to $940 per patient 
per year. Twenty-eight percent of the cases re- 
ferred were judged as likely to benefit from re- 
habilitation, and at this time 50% of these have 
already benefited to the point of returning to 
their own homes. A report presented in March, 
1957, showed that the average cost of treatment 
is approximately $1,000 per case. There is only 
one obvious conclusion which can be drawn from 
this experience: We have not only a moral 
obligation to reject the principle of paying for 
continued high-cost care resulting from infirm- 
ities among the older population, but an equally 
important responsibility to apply a vigorous ap- 
proach to rehabilitative measures which can be 
successfully undertaken, and which will not only 
reduce public assistance payments, but can re- 
cover the cost of therapy in little more than a 
twelve-month period. 

A second program which grew from the work 
of the Committee on Aging, was the Rehabilita- 
tion Education Service. This program was made 
possible through a grant from the Office of 
Vocational Rehabilitation to the Illinois Public 
Aid Commission, and with the cooperation of 
the Forest Park Foundation, and the Institute 
of Physical Medicine and Rehabilitation. This 
project proposes to find answers to these ques- 
tions: What are the rehabilitation needs among 
the patients in a selected group of public and 
private nursing homes? Can these needs be met 
by existing agencies in the community? By what 
means can nursing home staffs be trained to a 
knowledge of the techniques as well as the phi- 
losophy of rehabilitation, and what kinds of 
teaching material should be developed for use 
by agencies and schools in order to increase the 
competence of these staffs? 

This three-year research program contemplates 
the recruitment of a group of 45 cooperating 
homes to serve as research laboratories. An 
orientation course for the project staff is cur- 
rently being given in cooperation with the Insti- 
tute of Physical Medicine and Rehabilitation in 
Peoria, during the course of which a rehabilita- 
tion education program will be developed and 
made available to cooperating homes. During 
the course of field work, research will be con- 
ducted into the nature of the vocational and 
physical rehabilitation needs of nursing home 
patients, and the effects of rehabilitation educa- 
tion in meeting these needs. This, of course, will 
result in the development of more adequate con- 
cepts of what may be required of nursing homes 
in effecting the rehabilitation of their patients 
through an adequately instructed staff. The de- 
velopment of this research project also is receiv- 
ing the full cooperation of the medical profes- 
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sion through a statewide advisory committee. 

It would be an error indeed if I failed to point 
out that in spite of this remarkable progress, 
the millenium has not yet been achieved. Doctors 
are busy people and an age of specialization has 
removed many of them from the country doctor 
relationship which many of these patients need. 
Dr. Fred Zeman has referred to the great need 
of older patients to have an opportunity simply 
to talk out their manifold problems with a doe- 
tor. This takes time, but Dr. Zeman has shown 
the value of such an approach and has labeled 
it as the “nonspecific effect of rehabilitation.” 
We are not alone in foreseeing a need for addi- 
tional facilities; rehabilitation is no longer an 
interesting philosophy but an operational con- 
cept of medicine applicable to all ages. If such 
programs as these are to develop and remain 
productive, rehabilitation facilities and _ staff 
must be available as these programs expand 
their services. 

A national Health Resources Advisory Com- 
mittee has only recently reported that a nation- 
wide shortage of trained workers prevents the 
benefits of modern rehabilitation from reaching 
the majority of the people. The shortage of 
qualified physical therapists dramatically was 
illustrated in this report by the fact that there 
is not even one such trained person per hospital 
in the United States, and this does not include 
the needs of other institutions and agencies. 
The committee estimates a current national need 
for 12,440 physical therapists as compared with 
a supply of little more than 7,000. The same 
situation obtains in the field of occupational 
therapy. The number of people in this field is 
increasing, but supply has not met with demand, 
for against a current national supply of 3,700, 
there is a need for 9,520. No available data were 
given by this committee concerning the need for 
social workers or the supply to meet that need; 
however, it was estimated that the nation needs 
2,000 new graduate workers in this field each 
year. A comparable situation exists in the field 
of clinical and counseling psychology. The na- 
tional supply of speech and hearing therapists 
was estimated to be about 3,400 as against an 
estimated need for five times that amount. The 
need for rehabilitation counselors is expected to 
be nearly 5,000 by next year. Those available 
last year amounted to less than 2,000. No com- 
parable statistics are available concerning the 


‘need for facilities, but by inference we may 


assume that a parallel situation exists. This, it 
would seem, is a joint responsibility of the pro- 
fessions and facilities which expect to provide 
such services, the agencies which expect to pur- 
chase such services, and the citizens themselves 
who will be the ultimate beneficiaries. 

Once a patient has received the maximum 








benefits of the intensive medical phase of a re- 
habilitation program, we find in this older-age 
group an immediate need for housing as well 
as foreseeable need for recreation and in some 
instances, education and employment. Day care 
centers only recently have been accepted as a 
new concept, and while they tend to isolate 
rather than integrate people of this age group, 
they are an invaluable benefit to families who 
are perfectly willing to have a parent quartered 
in their home but for various reasons cannot 
meet the needs of these older people during the 
day. The most frequently heard request — and 
people of the older generation have long ago 
learned to keep their demands to a minimum — 
is for an opportunity to remain active and con- 
structive — for ‘something to do.” More op- 
portunities should be provided interested mem- 
bers of the medical, paramedical and related pro- 
fessions to engage in more research, and here 
I would make a plea for practical research values 
structured so as to be flexible with the increas- 
ing number of older people, the changes which 
the advances of these sciences are continually 
bringing about in the care of the patient, as 
well as environmental conditions which are con- 
stantly changing and by changing directly affect- 
ing this group which is inherently resistive. 
The list is only begun. Much more considera- 
tion needs to be given to problems of housing; 
retirement, which brings a feeling of useless- 
ness, a dependency on the whims of society, a 
lack of activity and the dulling of personality; 
education; and employment, for we now know 
that many productive years often remain beyond 
the artificial barrier of 65 summers. Our na- 
tional philosophy regarding older people must 
change. Youth is a transient god — Hollywood 
and modern-day advertising, notwithstanding. 
We must anticipate the changes in social con- 
cepts and values in society which this tremen- 
dous shift in population balance will bring dur- 
ing this century. We need to consider ways and 
means of assuring normal and gratifying matur- 
ation — something more than the nursing-home 
rocking chair must be offered a generation which 





already feels unused, unwanted and unloved. In 
truth, the millenium has not been reached. 

From a philosophical point of view, this pro- 
gram has been its own reward. Practically, we 
can see solutions to some of the problems which 
plague our increasingly older population. The 
few cases we have seen thus far have pointed 
to the future possibilities of this program. If 
we can find employment for competent oldsters 
in the group with whom we have thus far 
worked, then there must be an answer to the 
loss of five billion dollars annually owing to 
premature retirement. If a patient, bed-bound 
for three years, can be restored to caring for 
her own apartment, then there is hope for many 
who would otherwise spend the last seven or 
more years of their lives in nursing homes. If 
a man, incompletely diagnosed because of in- 
adequate facilities or lack of interest, is re- 
turned to an active life in the community after 
receiving the benefit of this program, can we 
not expect greater warmth and understanding 
from our medical colleagues who once felt — 
with good reason — that the eighth decade was 
a point of no return? With churches, social 
agencies, lay group and nursing home adminis- 
trators voicing a new-found vital interest in the 
needs of the aging, is it surprising to see new 
vistas in social service, recreational areas, and 
domiciliary care? 

It is significant from a medical point of view 
that the State Medical Society made _ special 
mention of the pioneering role in geriatrics 
played by the Institute of Physical Medicine and 
Rehabilitation when the 1956 award for the 
outstanding medical contribution in Illinois was 
presented. Certainly there is a future for this 
program — a destiny which we cannot yet see. 
Twenty to thirty millions of senior citizens by 
1975 must be prepared for now. Demagoguery 
can grow like thistles in this fertile field if care- 
ful preparation and planning for the future 
does not begin now. Assuredly, this new pro- 
gram is contributing immeasurably toward con- 
verting this demographic revolution into a pro- 
ductive and demonstrably sound evolution. 


Hypocritic Oath? 


Hippocrates, the “Father of Medicine,” probably did not write the famed Hippo- 
cratic Oath, according to research editor George A. Bender of Parke, Davis & Company. 
“So far as I have been able to determine,” Bender said, “no one feels Hippocrates 
wrote the oath attributed to him. But, rather, it was drafted by one of his disciples, 


based on Hippocrates’ beliefs.” 


—From Nebrusku State Medical Journal, July, 1958. 
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Occupational Medicine in Poland 


FELIKS F. SEKURACKI, M.D. 


Warsaw, Poland 


his is the first of a series of articles on occupa- 

tional medicine in countries other than the 
United States. Future articles will deal with oc- 
cupational medicine in Denmark, Finland and 
England. 


Occupational medicine in Poland is organized 

along three principal lines — medical treat- 
ment proper, preventive medicine and scientific 
research. 

Treatment and preventive centers established 
at industrial plants, in addition to providing 
direct medical treatment of the workers, also 
operate active preventive programs. The treat- 
ment and prevention centers are organized in 
industrial establishments with more than 500 
employees and also in smaller ones, where the 
risk of exposure to occupational diseases is high, 
such as in asbestos processing plants or in plants 
using various lead compounds. 

At present some 2,300 service centers are es- 
tablished in a variety of factories and the number 
of workers served totals more than two million. 
The principal task of these health service centers 
consists in providing first aid, giving advice in 
matters of occupational diseases and industrial 
hygiene, running dispensaries, supervising spe- 
cific factories for sanitary working conditions, 
organizing training courses among workers in 
problems of industrial hygiene, and cooperating 
with industrial and social welfare representa- 
tives. 

Active protective care of employees consists 
in continuous observation of the health of per- 
sons employed in unhealthy or even dangerous 
environments — areas of either exposure to 
harmful chemicals or exposure to other workers’ 
operation of potentially dangerous machines, 
such as overhead cranes. These workers, in ad- 
dition to preliminary employment medical ex- 
aminations, are subject to periodic examinations 
by specialists. These medical examinations lead 
either to immediate curative treatment or to 
suitable protective or preventive measures such 
as a shorter work day, periodic changes in the 
type of work, additional vacations, referral to 
sanatoriums or health resorts. A further pro- 
tective step of the health center is to place new 
employees in the job best suited to their physical 
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ability, which is determined by the pre-employ- 
ment examination. 

In large plants the area is divided into sectors 
with a physician who is responsible for protective 
and preventive activities in that sector, which 
may cover one or more production departments. 
The physician is obliged systematically to inspect 
his sector, supervising the maintenance of san- 
itary working conditions. Moreover, he, with 
members of Sanitary and Epidemiological Cen- 
ters, periodically tests the concentration of nox- 
ious vapors, gases and dusts in the air of the 
factory sector. Potable water also is tested by 
the physician. All this is carried out for the 
purpose of insuring healthy working conditions. 

The doctor who is the medical director of an 
industrial establishment also is obliged to or- 
ganize training courses and instruct workers in 
methods of labor safety and hygiene by means of 
lectures, films, booklets, posters, etc., as well as 
to teach persons employed in first-aid service in 
conjunction with the Polish Red Cross staff. 

Doctors employed in health service centers 
further give medical consultations and first aid 
in cooperation with the Department of Public 
Health, supervised by the local sanitary inspector 
and the consultation center of the district. This 
consultation center is organized in every district 
and industrial center. It provides protective and 
preventive medical care to all those factories not 
yet provided with their own centers. 

When a case of an occupational disease or 
intoxication is found, it is registered within 
24 hours and handled in the same manner as a 
contagious infection is handled. The sanitary in- 
spector of the district ascertains the cause of 
the occupational disease or intoxication and 
issues instructions for preventing future occur- 
rences. The purpose of registering these cases 
and of providing periodic medical examinations 
for workers is to provide early discovery of pos- 
sible obscure maladies. Workers who show symp- 
toms of occupational illness or occupational im- 
pairment are referred for special treatment to 
clinics run by the State Academies of Medicine, 
which have special sections for the treatment 
of occupational diseases, or to one of the health 
resorts. The most outstanding resort of this kind 
is Szezawno-Zdroj, Silesia, where care of illnesses 
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of the respiratory tract is provided and where 
illnesses such as silicosis, pneumonconiosis and 
others are treated. Ladek-Zdr6j, Silesia, also has 
had success in the treatment of saturnismus in 
the elementary stage, mercurialismus and man- 
vanismus, as well as toxic poisoning with chrome, 
antimonium, cobalt and other heavy metals. 
The well-known health resort of Ciechocinek 
has had positive results in the treatment of oc- 
cupat:onal diseases of the osseous system. 
Part-time nursing homes, or “night sanato- 
riums,” where workers spend all their free time 
and night hours under the best possible condi- 
tions for treatment of their maladies, have been 
organized by various factories such as those pro- 
ducing synthetic fibers, in which there is the 
danger of exposure to carbon bisulphide. In a 
number of underground mines solariums are 
provided, where, at the end of the day workers 
receive supplemental ultraviolet irradiation. Fac- 
tory workers more exposed to poisoning owing to 
inhalation of heavy metals are prophylactically 
treated with calcium versenate, EDTA, which is 
now being produced in Poland under the name 
of Chelaton. They are also provided vitaminized 
food especially rich in vitamins B and C. 
Apart from the preventive medicine activity 
of doctors working in factory centers, the State 
provides sanitary and epidemic control through 
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stations that have a separate department and 
laboratory for labor hygiene supervision. These 
departments exercise continuous supervision of 
all factories belonging to their districts. 

After the physician has completed his inspec- 
tion and analysis he issues recommendations to 
improve the conditions of the inspected premises. 
These recommendations are of a binding nature 
and failure of the management or proprietor to 
observe them results in a fine or, in cases of 
shocking neglect, it may even lead to the closing 
of the establishment. 

The State Sanitary Inspection Department 
provides guidance in the design of new factories 
from the point of view of occupational hygiene. 
This guidance applies not only to the factory 
building, but also to its location in relation to 
populated areas, its provision for healthy work- 
ing conditions and its organization of health 
service centers. For these reasons members of 
the State Sanitary Inspection Department par- 
ticipate on committees which give advice on 
proposed factory design and investment plans, 
which must be confirmed by authorities directly 
responsible for labor safety and hygiene. 

The rapid growth of industry in Poland and 
the development of new branches of production 
based on new technological processes have created 
the need for medical research institutes specif- 
ically designed to find new methods for determin- 
ing and minimizing the degree to which workers 
are exposed to job hazards and for investigating 
and evaluating the influence of new methods of 
production on workers’ health. Presently, Poland 
has four institutes of this kind. Each of these 
Institutes, in addition to the task of scientific 
research in occupational medicine, investigates 
local establishments representing new branches 
of industry, especially when new production tech- 
niques are applied. Each Institute further pro- 
vides service by way of consultation with and 
supervision of the health service centers. 

Among the problems resulting from new pro- 
duction techniques is the question of suitable 
protection against radioactivity. Because of the 
increased application of radioactive isotopes, 
problems of occupational hygiene arise in fac- 
tories using high frequency electromagnetic 
Waves and in the newly created sulphur mines. 
Other problems are the determination of stan- 
dard limits for concentration of chemical com- 
pounds recently introduced in industry and the 
establishment of methods for detecting their 
existence. Finally, these Institutes exercise highly 
specialized activity in various key industries as 
follows: The Institute for Industrial Medicine 
at Rokitnica in Upper Silesia deals with prob- 
lems of occupational safety and hygiene in the 
metallugical and mining industries. Because of 
its location in the heart of the mining and in- 
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dustrial area investigations are facilitated be- 
cause the factories can be contacted directly. 
Moreover, this Institute cooperates closely with 
the Central Institute of Mining and its branch 
offices dealing with the same problems. 

The Institute for Industrial Medicine at Lodz, 
situated in the very center of the Polish textile 
and chemical industries, investigates those prob- 
lems of industrial medicine. This institute plans 
to organize a research department for investiga- 
tion and application of protective measures for 
workers handling radioactive substances. 

The Institute for Rural Medicine and Hygiene 
at Lublin is particularly interested in problems 
of the food industry and problems in agriculture. 
The latter involves application of protective 
measures in using chemical fertilizers, insecti- 
cides and weedkillers in farmwork, gardening 
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and forestry, and recommendations on the use 
of such to rural service centers. 

The Institute at Gdansk deals with all problems 
relating to occupational safety and hygiene in 
the maritime industries, i.e., problems bound 
with shipping, fishing, fish processing, shipbuild- 
ing and with workers such as divers, stevedores 
and caissons workers. 

In addition to these Institutes, all specialty 
hospitals sponsored by the Academies of Medicine 
have departments for the investigation and treat- 
ment of occupational diseases. These departments 
provide wards for the sick, and research and 
counselling to members of the public health 
service centers. Intern clinics also have wards 
where occupational diseases such as silicosis, 
saturnismus, mercury poisoning and poisoning 
with various gases, etc. are treated. 
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Sanatorium for Saturuismus, Mercurialismus, Manganiz- 


mus, Etc. 
Dermatology clinics treat occupational skin 
diseases. Otology and rhinology clinics treat 


occupational disturbances of the ear and nose, 
problems of industrial noise, ultrasonics, ete. 

Postgraduate education in occupational medi- 
cine is carried out in special courses organized 
by the Institute for the specialization of doctors 
in this domain. 

Lastly, the Institutes of Labor Industrial Medi- 
cine and individual scientists publish a variety 
of studies, manuscripts and textbooks on these 
subjects. Two of these professional journals are 
published in Poland dealing with problems of 
labor protection: Medycyna Pracy, is a bimonthly 
publication which is mainly devoted to problems 
of industrial medicine and Ochrona Pracy, is a 
monthly publication principally discussing ques- 
tions of technical measures of labor safety and 
often including articles on occupational hygiene 
in the work environment. 


(5 Projektowara Fm. 101) 
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Industrial Dermatology 


in General Practice 


ARTHUR WRIGHT NEILSON, M.D. 


"ge of dermatitis and dermatoses are fre- 
+ quently seen in any physician’s office. At 
times there is considerable difficulty on the part 
of the practitioner in diagnosing the condition, 
evaluating it and deciding whether it is com- 
pensable, 

An industrial dermatitis is any inflammatory 
disease of the skin in which occupational ex- 
posure can be shown to be a causal, contributory 
or elicitory factor. There must be proof that 
the eruption is of industrial nature. There are 
criteria which help the physician, and which 
indicate with a high degree of probability that 
the eruption is or is not industrial or occupa- 
tional. 

Primary Criteria: 

1. Inception of eruption 
how. 
2. Amelioration of the eruptions by cessa- 
tion of work. 
3. Recurrence of 
work. 
Secondary Criteria: 
1. Eruption occurs first in, and is confined 


when, where and 


eruptions on return to 


to, maximum areas of exposure. 

2. Character and localization conform to an 
eruption of nonindustrial hazard. 

3. Application of causal agencies by properly 
applied patch-test produces similar reac- 
tion to that of the dermatitis. 

4. Other workers similarly affected. 

5. Eruption appears soon after work begins 
on a new potential hazard. 

6. The eruption can be shown to be of the 
type which may result from industrial 
exposure. It must be shown that the 
eruption is not of nonindustrial nature, 
such as psoriasis, or lichen planus. 

Examine the whole patient. Strip the patient. 

Sometimes a clue to the character of the disease 

may be found at some point removed from the 

site of the original complaint. 
The physician who is asked to check whether 

a condition is industrial or nonindustrial ac- 

cepts considerable responsibility. How he de- 

cides affects the worker and his family, and the 


~*~ 
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worker’s economy, It also affects the employer, 
his insurance company and perhaps the com- 
pensation commission. Careful questioning by 
the physician is of economic importance to all 
concerned. 

Obtaining a good history is essential in cases 
of dermatitis. As a rule most patients with hand 
eczema have contact dermatitis, eczema of fungal 
origin or nummular eczema. Hand eczema, how- 
ever, sometimes becomes so changed by inflam- 
matory changes, and is so subject to modification 
by many complicating factors that the dermatitis 
presents variable and indistinguishable features. 
Home remedies and “drug store medicine’ to- 
gether with secondary infection will at times 
completely efface a typical clinical entity so that 
the diagnosis will be missed. 

The following may be said about these entities: 
Contact dermatitis usually affects the dorsae of 
the hands, because there the skin is thin and 
is more vulnerable to irritation because of the 
presence of follicular orifices. In working men, 
the eruption usually also invalves the thin flexor 
surfaces of the wrists. The skin changes are 
those of inflammation with heat, redness, swelling, 
itching and sometimes pain if the parts are 
secondarily infected. The lesions may be eczema- 
tous, maculopapular, vesicular and sometimes 
pustular, depending upon the strength of the 
irritating substance, and the patient’s sensitivity 
to it. In the case of secondary infection, the 
lesions may be thick and indurated, pustular and 
weeping with a yellow honey-colored crust. We 
call this impetigenization. There is no definite 
direction or course of the disease, because this 
depends upon the cause. If the physician does 
not exclude the irritant, the condition may persist 
for weeks or months, with regression or exa- 
cerbation. Even in some cases where the cause 
has been discovered, the condition may persist 
for long periods of time, despite proper therapy. 
In some cases, the dermatitis persists because 
the patient becomes hypersensitive to the one 
substance, and thus sensitizes himself to other 
substances. Sometimes it is very difficult to eval- 
uate this type of dermatitis. 
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Fungal dermatitis of the hands attacks the 
palms rather than the dorsal surfaces, and the 
lesions may be vesicular, scaly, or there may 
be an extreme thickening of the skin. Most often 
both palms are involved symmetrically, although 
not necessarily so. Usually one cannot recover 
fungi from the lesions on the palms. Patients 
with this disease frequently have a focus of in- 
fection on the feet, often between the toes, or 
on the lateral surfaces of the foot or heel. A cer- 
tain percentage of people with fungus infection 
of the feet will in time present lesions on the 
palms, and it is thought that this type of hand 
dermatitis is an allergic “id” reaction to the 
focus on the feet, rather than an infection due 
to autoinoculation. Sometimes one may recover 
fungi from lesions on the palms, and these cases 
are examples of direct inoculation. 

Dyshidrosis produces lesions and clinically re- 
sembles vesicular fungal infection of the hands. 
These dyshidrotic lesions occur as deep seated 
discreet vesicles in the intertrigenous areas of 
the fingers, and on the palms; and they are found 
in persons with moist hands. It is thought that 
they occur as a result of reaction to drugs, foods, 
infection, psychic disturbances or contact with 
irritants. Sometimes it is impossible to deter- 
mine the actual cause. Dyshidrosis may be dif- 
fidult to distinguish from the “id” type of re- 
action. 

Nummular eczema appears most often on the 
dorsal surfaces of the hands, or occurs in the 
form of single or multiple coin-size sharply de- 
find and reddened papular scaling or papular 
vesicular patches. Both hands may be involved, 
or the forearms, ankles and legs may be involved. 
The disease occurs especially during cold weather, 
and the patients are concerned with the objec- 
tionable appearance of their skin. Itching is not 
particularly an important symptom. The condi- 
tion responds to treatment, but frequently recurs. 
No one knows exactly the cause of nummular 
eczema, but it is thought that it is a type of 
infectious eczematoid dermatitis. Infections of 
the hands which usually begin in a hair follicle 
sometimes produces a localized cutaneous allergy 
to the infecting organism, and the sites may re- 
act with eczematous inflammation to many sorts 
of stimulae. This is why cold weather may be 
a precipitating factor. Some dermatologists have 
held that nummular eczema is atypical dermatitis 
herpetiformis, and others believe that it is iust 
another type of idiopathic eczema. It is very 
difficult to establish a causative factor. These 
conditions must be differentiated from a number 
of diseases which may become eczematous when 
the hands become involved. 

Scabies attacks the webs of the fingers and 
the extensor surfaces of the wrists. It is im- 
portant for the physician to examine the patient 
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completely, and look for excoriations on the but- 
tocks, in the popliteal and cubital fossae, about 
the waist and on the genitalia. Frequently a 
good history will bring out that other members 
of the family are itching. Scabies is a nocturnal 
disease — the patients will complain of very 
severe itching when the body becomes warm, 
as it does under bed covers. Scabies is not as 
common as it once was, but no practitioner can 
afford to ignore its possibilty. 

Erythema multiforme sometimes has a 
dilection for the dorsal surfaces of the hands. It 
usually is found on the palms of the hands, par- 
ticularly in toxic conditions and in drug erup- 
tions. The lesions typically consist of a ring 
within a ring which have been described as iris 
lesions. The body may be affected, and the mouth 
and mucus membranes also may show lesions. 
Erythema multiforme is not a disease but is a 
symptom complex, or a many formed erythema- 
tous dermatitis which is what the name implies. 

Psoriasis is seldom limited to the hands. It 
usually occurs about the great joints of the body. 
On the hands it appears either on the dorsae 
of the palms, or on the nails. The lesions are 
characteristically red, and they are usually cov- 
ered with dry and silvery scales which leave 
pin-point bleeding areas when they are removed. 
Usually the diagnosis is obvious because of other 
lesions on the elbows, knees, back, scalp, etc. 
There is most often a history of chronicity of 
years, with the lesions much better in summer 
than in winter. 

Psoriasis of the trunk must be differentiated 
from both pityriasis rosea and lichen planus. 

Pityriasis rosea, or the “neck to the knees 
disease” exhibits elongated oval-shaped lesions 
with the long axis of the oval following the line 
of skin cleavage. It is a self-limiting disease 
and runs a course from six to eight weeks. There 
is little itching. One usually will elicit a history 
of an original herald patch which precedes the 
dermatitis by some days. It is most often seen 
in the spring or fall. Patients ordinarily suffer 
but one attack. It is thought to be caused by a 
weakly infectious organism. A light sensitivity 
factor is also present. 

Lichen planus seems to be a more prevalent 
disease than it once was. It is a disease that is 
definitely connected with the emotions. One can 
usually elicit a history of severe emotional dis- 
turbance — death of a loved one, divorce or other 
psychic trauma prior to the appearance of the 
dermatitis. Characteristic purplish flat top shiny 
papules appear on the flexor surfaces of the 
wrists and arms, and on the dorsae of the 
ankles and legs. Lesions may occur on the gen- 
italia, and in the mouth, and itch intensely. Al- 
though the disease has a background of nervous 
instability, it is considered to be the result of 


pre- 





infection, but the causative organism has never 
been found. 

Treatment of dermatoses of the hands is de- 
pendent upon accurate diagnosis. We are in- 
terested here mainly in the treatment of oc- 
cupational dermatitis, and are not attempting 
to discuss the treatment of nonoccupation-con- 
nected diseases. If it has been definitely estab- 
lished that the condition is caused by materials 
with which the employee is working, it would 
seem rational that he or she be removed from 
contact with the offending material. The treat- 
ment then becomes symptomatic, and the choice 
of measures will depend upon the acuteness of 
the eruption. In general, one begins by asking 
the patient to abstain from using all home rem- 
edies and drug store medications, and prescribes 
simple wet dressings. Papular eruptions are 
treated with soothing ointments or creams. Ery- 
thematous eruptions are treated with creams or 
lotions. 

In our practice it has seemed important to 
prescribe antihistaminics— not only for the 
effect of the antihistaminic upon the patient’s 


sensitivity to the offending material, but because 
of the side sedation effect. In cases of acute sec- 
ondary infection, it may be necessary to hos- 
pitalize the patient and treat him with continuous 
wet packs, sedation, antibiotics and/or ACTH 
and Cortisone. We have found hydrocortisone 
ointment to be of use in rapidly decreasing the 
inflammation and swelling of local tissues. It is 
important to contact the safety man or plant 
nurse in an effort to work out a rational plan 
of dealing with the specific situation involved 
in the patient’s work. Protective aprons, gloves 
or protective creams that may be applied to the 
skin before working are useful. Sometimes fans 
may be installed to exhaust the irritating fumes 
or dust and dirt. 

It is remarkable how many workers may be 
put back on the same job with a little readjust- 
ing of the working conditions, provided some 
attempt is made to protect the exposed skin sur- 
faces. 

All of this requires an intimate knowledge of 
the working conditions and can best be handled 
by industrial physicians. 


Hazards of Occupation 


The statisticians of the Metropolitan Life Insurance Company, according to a 
recent release from Metropolitan Information Service, have again turned their atten- 
tion to the health and accident hazards associated with various forms of employment. 
Constant efforts have been made in the current era of enlightenment to control these 
hazards, but new ones arise and old ones still take their toll. Among the traditional 
hazards that have been diminshed in varying degree, silicosis continues to be a 
problem that is far from complete solution despite major efforts in dust control. 
The danger of lead poisoning is largely mitigated although still not completely so, 
owing to the wide uses of lead in painting, plumbing, printing, pottery glazing, de- 
corating, gasoline blending and the manufacture of storage batteries. The problems 
posed by atomic energy are as yet incalculable. As might be expected, an increasing 
hazard is the constant threat of accidents in a wide variety of occupations. Specifically 
listed in this categery by the industrious statisticians are loggers, coal miners, auto- 
mobile racers, steeplejacks, flagpole workers, pilots who spray or dust crops, ex- 
perimental test pilots and aerialists, defined by Webster as those who perform feats 
“in the air or above the ground, as on a trapeze.’’ Not specifically mentioned in rela- 
tion to those occupations that take one off the ground are structural steelworkers, 
commercial and military pilots — in addition to test pilots and those who dust crops — 
persons who travel by air for business purposes, space explorers and second-story 
workers. A large segment of those who have suffered from an occupational hazard 
is that proportion of the 40,000 killed and the 2,500,000 injured in automobile accidents 
each year, who were traveling on business. The alternative to encountering some form 
of occupational hazard seems to be remaining quietly at home and succumbing to lack 


of employment or an atheromatous condition. 


From New England Journal of Medicine, June 19, 1958. 
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Progress Report 


Pre-Placement Low Back X-Ray Program 


W. F. MacDONALD, M.D. 
Plant Physician, Industrial Clinic 
General Electric Company 
Schenectady, New York 


he Compensation Component has informed 

us that of all claims three years old, back 
cases cause from 30% to 40% of total expenses 
paid. This includes benefits to the patient, ap- 
paratus used in treatment, medical expense and 
awards for permanent injury. After three years 
this climbs rapidly to 60% and at 10 years climbs 
to even higher levels, aided by awards for per- 
manent injury from permanent partial to total 
disability. 

Since the new clinic was equipped with two 
heavy duty x-ray units, it was decided in Jan- 
uary, 1955 to institute routine lumbar spine x-rays 
as part of the employment examination routine. 
This would possibly supply information with 
which the recently passed second injury com- 
pensation law could be made operative. Accord- 
ing to this law, prior knowledge of a permanent 
physical impairment of any sort limits the em- 
ployer’s compensation liability to 104 weeks for 
a subsequent injury, after which time the em- 
ployer is reimbursed by a Special Disability Fund 
if the subsequent injury, when combined with 
the prior impairment, results in a permanent 
disability which is substantially greater than that 
which would have resulted from the subsequent 
injury alone. 

The group whose lumbar spines were x-rayed 
included common labor, members of the mechan- 
ical trades, engineers, manufacturing trainees, 
apprentice groups, others whose jobs took them 
into the factory, and chauffeurs or drivers of 
motor-driven vehicles of any type. From Jan- 
uary 2, 1955 through December 31, 1956 we 
x-rayed 9,336 individuals. Instead of rejecting 
all cases which were abnormal, certain limita- 
tions were imposed which we felt were sufficient 
to protect the company should injury arise. In 
that way we were adhering to the company 
policy of employing the handicapped rather than 
condemning them to a substandard existence. 
Re-examinations of old employees returning to 
work following iliness, injury or lack of work 
also included x-ray. These films disclosed many 
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abnormal backs of which we, as well as the can- 
didates, were totally ignorant. No limitations 
were imposed on these employees, if there was 
a negative history and their service was not 
broken. 

Our findings are tabulated below. There is in- 
cluded with normal spines, all those showing 
moderate degrees of scoliosis and lordosis. Of 
these three categories, there was a total of 4,779, 
or 50.3% of the 9,336 x-rayed. 

The following conditions comprise all other 
findings which are considered abnormal and are 
listed with numbers and percentages: 

1. Asymmetrical Facets 277 = 3.0% 


2. Unilateral Sacralization 239 § 2.5% 
3. Bilateral Sacralization 275 3.0% 
Both unilateral and _ bilateral sacralization 


was accompanied by narrowed space at L5-S1 
and was considered as part of the congenital 
change. 

4. Spondylolisthesis 210 2.3% 

Spondylolisthesis was always accompanied by 
failure of union of facets except for a very few 
cases which had complete loss of disc at L5-S1 
as cause of the condition. 

5. Narrow Disc—no bony changes 978 10.5% 

These cases had negative histories and many 
were young, athletic adults. For this reason, these 
were considered to be of congenital origin and no 
limitation was imposed. 

6. Narrow Disc—bony changes 418 4.4% 

These showed marked disc disease and were 
somewhat limited as to effort. 

7. Lipping 1,148 12.0% 

8. Fusion, Arthritic 128 1.3% 

These two classes showed the inevitable changes 
accompanying increased age. 

9. Rheumatoid Arthritis 


(Marie-Strumpel’s Disease) 6 05% 
10. 6L and spina bifida and other 

congenital deformities 186 2.0 % 
11. Operative Fusion Zt 2S % 
12. Fractures 22 62 %& 
13. Disc Operation 31 38% 





Most of the last three classes were employees Summary 
returning to light work following compensable We have analyzed the findings in 9,339 cases 
injury. The few new people were rejected as of routine lumbar spine x-rays accumulated be- 
unemployable in the plant since any light jobs tween January 2, 1955 and December 31, 1956. 
have to be reserved for employees only. This was not done so much with the idea of 

Cases of spondylolisthesis had a 50 pound ef- rejecting all abnormal cases as it was to place 
fort imposed instead of flat rejection. It was applicants in jobs they were qualified to perform. 
felt that there was good earning power present Since the greatest number of examinees were 
which should be available to departments wishing employees returning to work following illness 
to employ them. So-called cases of unstable low or injury, and employees undergoing periodic 
back, such as unilateral sacralization, asym- examination because of hazardous occupation, 
metrical facets or marked lordisis were not sub- we now have films on file on workers who had 
jected to limitations. Few of these have had _ never before had low back x-rays. These films 
serious back disabilities as a result of these will be useful to compare with those taken in 
defects and we feel the second injury law will case of future injury or to controvert claims 
be sufficient protection against a prolonged and _ with little basis in fact or definitely fraudulent 





expensive claim. in character. 


Pension Funds and Inflation 


The sharp increase in the cost of living in recent years has led many companies 
to take a hard look at their present pension plans. With over 30 billion dollars tied up 
in insured and uninsured corporate pension funds today, they are asking: “How much 
economic security will these dollars provide for employees 20 or 30 years from now, 
when they retire?” An examination of past trends is not reassuring. The cost of living 
today is more than 50% above the level at the end of 1945. During the past 75 years, 
the cost of living has more than tripled. More than half of the total increase in the 
cost of living during the period 1880-1957 occurred during peacetime. If the long-term 
rise in prices continues in future years (as many economists believe it will), its 
impact on the purchasing power of people with fixed incomes can be disastrous. For 
example, a 3% annual rise in the cost of living, compounded, will cut the present pur- 
chasing power of the dollar in half in 24 years. (In 1957, despite a business slump 
during the latter half of the year, the BLS Consumer Price Index relentlessly inched 
up 3.4%). Recognizing the dangers of inflation, many companies are attempting, by 
various means, to protect employees’ retirement income from the ravages of future 
rises in the cost of living. A commonly used approach is to base pensions on a final 
average of the last five or 10 years’ pay prior to retirement. Other companies follow a 
program of periodically increasing employees’ pension benefits at their own discretion 
to keep them more in line with increases in the cost of living. A unique plan has been 
devised by National Airlines, whereby the company automatically bases pension 
benefits on the cost of living index, both prior to and after retirement. 

From Industrial Relations News, May 11, 1957. 
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The Dental Program 
in a Retail Establishment 


ALAN H. GREENWOOD, D.D.S. 


Lincoln Medical Center 


Anaheim, California 


he dental phase of the medical program offered 

the employees at our company is a pioneer- 

ing effort in the realm of industrial dentistry. 
Dating back to 1918, it ranks as one of the oldest 
“on premises” dental care programs in the United 
States. Completely management sponsored, this 
program was established many years before the 
so-called “fringe benefit”? nomenclature appeared 
on the scene. Endowed with a far-seeing, pro- 
gressive management, the needs of the employees 
for a company dental service became apparent 
even in days when modern dentistry was in its 
infancy. Since that time, many thousands have 
been exposed to the values of preventive den- 
tistry. 

In the past 40 years, the dental program has 
evolved through many forms and degrees of 
dental care to its present day status. In its in- 
cipiency, extractions, fillings and prophylaxis 
were the mode. However, with continued growth 
of the company and accompanying increase of 
personnel, it became apparent that the program 
which would have the most far reaching over-all 
effect is one that would serve the maximum 
number of employees. Since the Dentist is in 
attendance four mornings only, this in essence 
would be the type of program advocated by the 
American Dental Association for part time in- 
dustrial dental services. The principles as stated 
are as follows: 

1. The employee is entitled to the highest 

quality of dental care available. 

2. The patient must have free choice of prac- 
titioner. 

3. The dental program should be developed 
with full cooperation and consultation of 
local dental groups. 

4. All diagnosis and treatment should be ren- 
dered by licensed dental practitioners, with 
the patient welfare placed above all per- 
sonal gain. 

. Program should be clearly integrated with 
other health services of the plant and ad- 
ministered by a dentist only. 


or 


September, 1958 


Our dental service operates on an open panel 
basis. This means that the patient may avail 
himself of the services of any ethical, licensed 
dentist of his choice. Further, in concurrence 
with the Council on Dental Health, it is sincerely 
believed that the following essential services 
should constitute the bulk of a part time dental 
service: preplacement examination, patient ed- 
ucation, keeping adequate dental records, patient 
referrals for indicated treatment and emergency 
care. 

It is an established fact that the preplacement 
exam is one of the most important aspects of 
this service. The state of a person’s oral health 
is sometimes indicative of the degree of his 
health consciousness. Application of the philos- 
ophy of education and prevention results in 
increased working efficiency and reduces the 
time and money involved in actual curative pro- 
cedures. 

Further, poor dental health is a major cause 
of inefficiency and lost time, and dental defects 
are one of the causes of ill health. 


Pre-Placement Examination 


The preplacement examination of the type we 
offer is a most comprehensive and detailed 
physical exam. The dental phase is quite thorough 
and does include a detailed examination of the 
teeth and soft tissues of the mouth. X-rays are 
used wherever indicated. At the discretion of the 
examining dentist, new employees are advised of 
existing defects and referred to their family 
dentist for attention. In those cases where gross 
oral defects exist, the patient is advised to have 
these defects remedied. Usually in this situation 
a temporary waiver is assigned until the work 
is accomplished. We have a liberal policy of com- 
pensation for absenteeism due to illness. Ob- 
viously, where conditions of defects exist prior 
to employment, it would be economically unfair 
to recompense employees for job time lost due 
to pre-existing dental defects that require con- 
siderable time to correct. 





The prime purpose of the oral preplacement 
exam, therefore, is to determine the oral health 
status of the employee and inform him accord- 
ingly so that he may have whatever care is 
indicated. Since not all realize the consequences 
of dental neglect, however, it is necessary that 
those employees having remediable conditions be 
followed up and encouraged to seek the necessary 
treatment; otherwise the examination will not 
have served a useful purpose. 

The nurse in charge of the Medical Center as- 
sumes the responsibility for following up these 
employees. A file is kept for this purpose and 
includes the date on which the employee is to 
return for re-examination. 


Patient Education 


Various techniques have been employed in the 
past including the use of posters, pamphlets, ex- 
hibits, occasional articles on dental health ap- 
pearing in the company weekly newspaper and 
individual consultation and counseling. This last 
item generally has been found to be the most 
effective method of patient education. Individual 
conferences are ideally suited to oral health edu- 


cation. 
Dental Records 


The employee’s dental records, along with his 
medical and all other records pertaining to his 
health, are filed in an individual folder. The 
findings of both dental and medical examinations 
are interrelated since both are required to pre- 
sent a complete health picture of the employee. 

In addition, a separate card is kept noting 
all instances of dental treatment. 


Patient Referral 

Every effort is made to direct the individual 
patient to his own dentist wherever feasible. 
Personally, a deep feeling of gratification exists 
where this can be accomplished. The gratitude 
of the patient and the dentist makes for a won- 
derful relationship between any industrial pro- 
gram and the local practitioner. 

Where specialist care is indicated, a list of 
well-qualified men is furnished and every effort 
is made to see that the patient gets to the man 
of choice for necessary treatment. 

Emergency Care 

This is a comprehensive category. Depend- 
ing on the nature of the industry involved, 
the concept of emergency care may vary from 
relief of a simple toothache to treatment for 
a jaw fracture. Definitive treatment is not our 
purpose, but relief from immediate pain and 
distress is most urgent. In this regard, we 
render emergency care in the following in- 
stances: emergency treatment of decayed teeth; 
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relief from toothache; extractions where deemed 
feasible; emergency denture adjustments; pal- 
liative relief and instruction in acute gum con- 
ditions; and treatment of acute infection. 

It readily can be seen that each of these 
conditions is a situation commonly encountered 
in daily practice. Prompt allevation of discomfort 
symptoms in these conditions has resulted in 
countless number of man-hours saved which can 
easily be converted into terms of dollars and 
cents. 

In addition, it is apparent that each industry 
must adapt its treatment schedule to the nature 
of the industry itself. Here in a department 
store we are not apt to encounter the dramatic 
blue lines of metallic poisoning or any similar 
occupational dental diseases. We are, on the other 
hand, greatly concerned with individual ap- 
pearance. 

It would seem incongruous to encounter a 
salesperson in fine jewelry, for example, with 
dirty, ugly offensive teeth. Such a low regard 
for personal value would hardly be the medium 
for good sales relations. Quite a bit of time, 
therefore, is spent with patients in consultation 
regarding personal oral hygiene. I have found 
many instances where a careful prophylaxis has 
been an instrument for improved personal hy- 
giene, appearance and morale. Employees who 
are engaged in an occupation involving close con- 
tact with the public must of necessity constantly 
be educated to the desirability of good oral health. 
Too, a gracious smile, revealing healthy teeth, 
has added many pages to the book of sales. 

A well placed restoration, a strategic jacket 
crown, a nicely constructed set of dentures, have 
all demonstrated this importance in sales. An 
employee with an aching tooth is an unresponsive 
and poor salesman. 

Most Americans are aware that teeth may not 
be neglected without unpleasant consequences, 
and that their teeth and gums must be brushed 
daily. They have all heard that a dentist should 
be consulted regularly to prevent little troubles 
from becoming big ones. Persistent efforts to 
promulgate the idea of preventive dentistry and 
early remedial dental care have put these ideas 
across to the public. The medical profession can 
produce no figures comparable for the visits of 
employees voluntarily to their doctors. With this 
in mind, it is apparent that the responsibility 
of all dentists is to further the education of 
the patient in their daily practices. 

The protection of the older worker, partic- 
ularly those with plans for continued employ- 
ment, is an important beneficiary from preven- 
tive programs in industrial health plans. The 
adjustment to a new job requiring a pleasing 
appearance will be greatly facilitated. 

The production levels of American industry 
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generally have been raised through preventive Summary 

dental care as part of every occupational health Management and labor seem to have developed 
program. Oral diseases play a significant part a better understanding and appreciation of the 
in industrial absenteeism, accidents and reduced oral health needs of the working population. 
worker efficiency. An effective, in-plant preven- Many persons now recognize the importance of 
tive dental service, however, materially reduces dental service in industrial health planning. In 
most of these production cutting occupational a department store, a part time dental program 
hazards by raising the general health and morale with emphasis placed on patient education has 

' of employees. been effective for many years. 





Gelatin Capsules: 125 Years Old 


Just what are those small containers that enclose much of the medicine that millions 
of people around the world swallow daily? The dictionary defines capsules as, “small 
rounded containers, often of gelatin, in which medicinal doses are enclosed to be swal- 
lowed.” Capsules were first developed in France, by Monsieur A. De Mothe in 1833, over 
a century ago, according to pharmaceutical history. De Mothe perfected a soft, elastic, 
one-piece capsule from a mixture of gelatin, glycerin, sugar, and water. Many of the 
first capsules were made by filling oiled chamois-skin bags with mercury, which were 
dipped into gelatin solution. When the solution congealed around the bag, the mercury 
was removed, allowing the bag to collapse, and the empty capsule was removed. 
Capsules, slowly made by hand in that manner, were spheroid in shape, with elongated 
lips. The lips were removed, and after medicinal ingredients were placed into them, the 
openings were sealed by applying a drop of gelatin solution. Gelatin, glycerine, sugar, 
and water still form the basic recipe for soft-elastic capsules, however the manufactur- 
ing process has changed greatly during their 125-year history. Today, an increasing 
proportion of capsules are the hard, two-piece telescoping type, as the item of choice 
for refined pharmaceutical powdered products. Gelatin capsules, although extremely 
inert, dissolve rapidly. Only 30 seconds after swallowing, the capsule releases its con- 
tent in the stomach. Capsules are free from sensitization reactions, and irrespective of 
whether they are to be used in very dry or very humid countries, retain their maximum 
functional qualities. To produce a single capsule by modern methods, huge machinery sets 
in motion 40,000 accurate, precision-made casting molds, which resemble short, jewel- 
bright “fingers.” When the capsules have congealed and are assembled automatically, 

each one is passed over an illuminated surface where trained personnel eliminate de- 
fective capsules. A final inspection is then made, before the capsules are ready for use. 
Humidity and temperature are important in the exacting conditions necessary for 
modern capsule manufacturing procedures. 75°F., with thoroughly adjusted relative 
humidity, is considered ideal for production rooms. Prior to the 1900’s, capsules could 
be made during the winter and fall on a full-time basis. Spring production was limited 
to nights, while an elaborate air-duct system supplied cool night air necessary for 
congelation. Capsule production was impossible during summer months until experi- 
ments began with the then-new air conditioning machines. One of the earliest centri- 
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j fugal refrigeration air conditioning machines used in industry was installed at Parke- 
J Davis capsule division in 1924, by Dr. Willis H. Carrier, founder of the Carrier 
F Corporation. This original machine is still used as a spare at the 92-year old pharma- 
3 ceutical house. 
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The Problem of Industrial Safety 


Analysis of 403 Consecutive Lost-Time 


Accidents During a Six Year-Six Month 


Period at a Naval 


Industrial Activity 


CAPTAIN CHRISTOPHER C. SHAW 
(MC) U.S. Navy 
Philadelphia 


he Department of Defense of the United 

States employs more civilian personnel (1,- 
183,287) than any other industrial or com- 
mercial activity in the entire world. As of Janu- 
ary, 1955, the Navy Department employed 409,- 
515 civilians both at home and abroad, plus 
200,000 military personnel at shore establish- 
ments. This makes a grand total of some 600,000 
civilian and military personnel working at in- 
dustrial facilities under the authority of the 
Secretary of the Navy. 

“The Navy Department’s Policy is to conserve 
manpower and materials to the maximum degree 
through the application of a comprehensive, 
effective and continuous safety program.” (Navy 
Civilian Personnel Instructions, 190). Respon- 
sibility for the safety of personnel (civilian and 
military) at naval activities is vested in the 
Command, including the Chiefs of Bureaus and 
Offices having management control of field 
activities. 

The Secretary of the Navy is authorized to 
make such expenditures as he may deem ap- 
propriate “for promotion and maintenance of 
the safety and occupational health of employees 
and the prevention of accidents affecting per- 
sonnel of the Naval Establishment.” (Public 
Law 604 of the 79th Congress.) To this end, the 
Secretary has delegated his authority under 
this law to the Chiefs of the Bureaus and Offices, 
and to the Commandant of the Marine Corps, 
authorizing them to make successive redelega- 
tions at their discretion. 

The purpose of this investigation, report and 
analysis is to reveal the causes, nature and trend 
of accidents to the end that corrective and pre- 
ventive measures may be applied promptly and 
intelligently. The purpose of this paper is to re- 
port and analyze the accident experience at 
Philadelphia over a six year-six month period, 
1949-1955, based on the records at the Shipyard 


Medical Dispensary. 
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The accident experience at Philadelphia is 
comparable to that of other naval shipyards. In- 
deed, there is an active and healthy competition 
between the various shipyards to reduce the 
monthly tol! of lost-time accidents and injuries. 
Each activity submits monthly reports to the 
Office of Industrial Relations and to the Bureau 
of Medicine and Surgery of the Navy Depart- 
ment in Washington. Such reports provide basic 
information. Only by analysis of their etiology 
can accidents be prevented. The data on which 
this presentation is based were obtained by un- 
selected scrutiny and careful review of the 
Monthly Lost-Time Accident Reports for a six 
year-six month period. At the Philadelphia Naval 
Shipyard from 1949 to 1955 there was a total 
of 408 lost-time accidents, including eight in- 
dustrial deaths. 

PHILADELPHIA NAVAL SHIPYARD 
Lost-Time Accidents, 1949-1955 
Total Or — - 7 


Average Total 
Aver. Number 1,000 Amputations 18 
Employees 10,000 Avulsion 15 
Million Man-Hours of Work 140.6 Burns and Scalds 40 
Number of Lost-Time Flash Burns . 
Accidents 403.0 Foreign Body Imbedded 10 
Frequency 2.89 Foreign Body Loose 
1000 Work Days Lost 72.6 Fractures 89 
Severity 0.48 Fumes and Gases 7 
Direct Cost In $1,000 Hernia 109 
Units (Hospital, Conva- Poisons 1 
lescence, Compensation ) 872.7 Skin Disease 
Indirect Costs (4:1) 3,490.9 (Occupational) 2 
Yearly Overall Expense Sprains 15 
(In $1000 Units) 1,363.2 Strains (Muscular) 13 
Cost Per Employee 58.90 Wounds (Contusion, 
Abrasion, Incision 
Laceration ) 66 


Not Elsewhere 
Classified (Includ- 
ing Injuries, 
Multiple Extreme) 18 


Total 403 

Breakdown of the 403 lost-time accidents is 
presented in accordance with the “American 
Recommended Practice for Compiling Accident 
Causes” as sponsored by the American Standards 
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PHILADELPHIA NAVAL SHIPYARD 
PART OF Bopy Type oF ACCIDENT 


Arms 31 Caught In, On Or Between 57 
Hands 14 Contact with Electric Current 9 (2) 
Fingers 57 Exposure To Temperature 
Eyes 11 Extremes Incl. Burns 30. «(3) 
Face 11 Fall On Same Level 28 
Legs 60 Fall To Different Level 50 (3) 
Feet 22 Foreign Bodies In Eye 2 
Toes 13 Inhalation, Absorption 
Skull 27 Swallowing 8 
Systemic 8 Slip (Not Fall) Or 
Trunk 134 Overexertion 109 
Not Elsewhere Striking Against 35 
Classified 15 Struck By 68 
Not Elsewhere Classified 7 
Total 403 (8) 


Total 403 
Association, categorized as follows: Type of 
Injury, Part of Body, Type of Accident, Agency 
Involved, Unsafe Mechanical Condition, Unsafe 
Act, and Unsafe Personal Factor. It is interest- 


PHILADELPHIA NAVAL SHIPYARD 


Unsafe Personal Factor Unsafe Mechanical Condit‘on 


Bodily Defects 12 Defective Substances 
Improper Attitude 149 or Equipment 43 
Lack of Knowledge Hazardous Arrangement 140 
or Skill 160 Improper Guarding 26 
No Unsafe Personal Improper Ventilation 3 
Factor 69 Improper Illumination 3 
Not Elsewhere Unsafe Clothing 13 
Classified 13 No Unsafe Condition 151 
Unsafe Condition Not 
Elsewhere Classified 24 
Total 403 Total 403 


ing to note that hernia is the most common type 
of “injury” and that the trunk, upper extremi- 
ties and lower extremities are the usual sites of 
bodily involvement in the order stated. Like- 
Wise, over-exertion and slipping are the most 
frequent types of accidents. Working surfaces 
are the most common agency involved, while 
hazardous arrangement of the equipment is 
second among the unsafe mechanical conditions. 
Inadequate attitude, position or posture rates 
first among the unsafe acts and lack of know- 
ledge or skill is the most common unsafe per- 
sonal factor. 

PHILADELPHIA NAVAL SHIPYARD 


Agency Involved 


Unsafe Act 


Boilers and Pressure Distraction, Teasing 





Vessels 20 Abusing, Startling 2 
Chemicals 6 Failure to Use Safe Attire 
Conveyors 1 Pers. Protective Devices 16 
Dusts 4 Moving or Dangerous 
Electrical Apparatus 19 Equipment 10 
Elevators Operating at Unsafe 
Hand Tools 28 Speed 13 
Hoisting Apparatus 15 Operating Without 
Inflam. & Hot Authority 23 

Substances 13 Safety Devices 
Machines 2 Inoperative 7 
Mech. Power Trans. Unsafe Loading, Placing, 

Apparatus 6 Mixing 42 
Prime Movers and Unsafe Position or 

Pumps 2 Posture 164 
Radiation a Using Equipment Unsafely 44 
Vehicles 16 No Unsafe Act 56 
Working Surfaces 1lt Not Elsewhere Classitied 26 
Agencies Not Else- 

vuere Classified 129 
Total 403 Total 403 
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The average employee works eight hours a 
day, five days per week for a total of 40 hours. 
The average pay is about two sixty-five per 
hour. The direct cost of a lost-time accident 
includes hospitalization, convalescence, sick 
leave and compensation. In the event of acci- 
dental death from industrial causes, the widow 
or the late employee’s estate will receive com- 
pensation, based on a “charge” equivalent to the 
salary for 6,000 work-days. Indirect costs of in- 


INDUSTRIAL DEATHS 


1949 1950 1951 1952 1953 1954 1955 Total 


Electrocution 1 l — — — 2 
Burns -- 1 1 1 3 
Falls 2 — — 1 3 
Total | 4 1 - 1 1 8 


dustrial accidents are almost impossible to esti- 
mate precisely because they involve not only the 
loss of the employee’s services but also interfere 
with production. Accidents frequently cause 
damage to machinery and equipment, induce 
spoilage of materials or goods, initiate idle time 
among fellow workers and thereby interrupt the 
stream of production. In addition, loss of future 
earnings of skilled employees who are injured 
is difficult of exact interpretation. The contin- 
gent costs may include legal expenses, court fees, 
costs of documentation, judgment and settlement. 
Because of these multiple and variable factors 
surrounding injury of an employee, the indirect 
costs are usually estimated to be four times the 
direct cost of the industrial accident. In short, 
experience over the past six and one-half years 
indicates that lost-time accidents at the Phila- 
delphia Naval Shipyard cost the Government 
more than $3,000,000. Thus, the importance of 
the “safety movement” must be obvious to the 
Government employee, to industry and labor at 
large and to society as a whole. 
Summary 

The United States Government is the largest 
industrial concern in the world. The United 
States Navy employs more people than any manu- 
facturing industry in the country. The Depart- 
ment of the Navy operates in 14 different cate- 
gories which provide jobs for 400,000 civil- 
ians plus an additional 200,000 military per- 
sonnel. The Bureau of Ships employs more than 
120,000 workers in heavy industry located at 11 
naval shipyards, 10 in the United States and 
one abroad. Each military shipyard represents 
a composite of industries organized by special 
skills. 

The accident experience in Philadelphia is re- 
ported in detail from January 1, 1949 to June 
30, 1955 inclusive, because it is typical of other 
naval shipyards and compares favorably with 
the experience of private industry. Four hun- 
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dred and three lost-time accidents, including 
eight industrial deaths, are thoroughly analyzed 
in accordance with the recommendations of the 
American Standards Association. Study of these 
tables indicates that most industrial accidents 


=————— 


Lost-T 


IME ACCIDENT ANALYSIS — PHILADELPHIA NAVAL 


are the result of a physical hazard (15%), in- 
adequate human behavior (85%) or a combina- 
tion of both. Inasmuch as four-fifths of the in- 
juries are sustained by one-fifth of the em- 
ployees, psychological studies of personality re- 

action patterns are of the ut- 
Suipyarp Most importance in the field of 
: industrial health. Voluntary co- 














Shop Name or Average 
Organization Unit Census 1949 1950 1951 : 1952 1953 _ 1954 1955 __ Total ope ration, education and enforce- 
Electrical 968 8 3 3 20 6 5 3 48 ment are essential in reducing 
Machinist Outside 548 7 4 7 8 4 7 4 41 . rae Te ea ee ee 
cnenaee: & Rakevers 518 6 9 9 4 3 3 3 35 industrial injuries to a minimum. 
Misc. & Shpyd Pool 5002 6 2 5 6 3 q 3 32 Be -ause the concept of safety 
Shipfitter 678 5 1 5 10 6 4 1 32 : ; é 
an i Conner 528 5 rican ay 5 2 3 29 is somewhat intangible, the good 
Welding 540 2 5 8 4 s 5 27 safety inspector must be a com- 
Public Works 442 2 3 4 3 3 2 1 18 : ‘ a r f : 
Paint 250 3 2 1 5 3 2 1 17 bination of engineer, hygienist, 
Foundry a4 8 4 ' 8 oy eee 16 salesman, industrial medical of- 
Machinist 453 3 1 2 5 4 - 15 3 ‘ a 
Supply 222 3 1 5 ats 3 3 15 ficer, policeman, and priest or 
Shipwright 184 2 2 3 1 1 1 1 11 :] siiaiiiaiaia 

clergyman. 

Sheet Metal 474 3 1 l 1 2 1 1 10 BY n 
Transportation 423 l 1 2 2 - 4 2 10 
oiler 154 1 = 1 2 2 2 1 9 Acknowledgment 
Central Tool 236 1 1 2 1 1 3 9 ; ? 
Temporary Service 119 1 2 1 2 1 1 — 8 The author is indebted to the 

iner 33 an 2 2 — 7 . 
~~enenl o- ; ; ; : i late Mr. Donald Ichter of the 
Power Plant 170 1 2 1 3 — a 7 : Bis: 2 
Security 120 _ : 2 [= _ 3 Safety Division, Industrial Re- 
Boat 39 1 1 _— -- _ = 2 ° : +7, . 
Pais trek 279 1 at , iy Ce (ee as 2 lations Department, Philadelphia 
Forge 30 a = 1 Naval Shipyard, for assistance 
Totals 10,000 «68 3873 8858 46 37 403 in preparation of the tables. 
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Pioneer Railway Surgeon — Industrial Physician 


Did you ever hear of a doctor who regularly used a handcar to visit his patients? 
Most likely not, but in the 1880’s, Dr. Thomas B. McIndoe, the first physician in 
Rhinelander and Oneida County, Wisconsin, made and used one to call on his patients 
living near the lines of two railroads which served the area. It was a velocipede-type 
handear, self-propelled, and historians say it logged many, many miles before roads 
were built in the backwoods. All the lumberjacks and timber crews lived and worked 
near the railroads, and thus were accessible via the rails. The Wisconsin State Historical 
Society archives brought out an account of the time Doctor McIndoe was returning 
from visiting a patient deep in the timber country when he came upon a 40-car train 
stalled on the tracks. Knowing he was needed back at his office, he lifted the handcar 
and toted it — no light task — the full distance. Back on the track, he got his second 
wind and proceeded to travel to Rhinelander again. His parents were early settlers in 
Marathon County, Wisconsin, and he was born in 1861. His father died soon after, 
but the mother, despite many hardships, managed to provide a college education for 
most of her six children. Doctor McIndoe was graduated from Rush Medical College 
in 1883, and after one year in Wausau, he moved to Rhinelander. There he practiced 
for more than 40 years. Doctor McIndoe shared his office with a brother, the town’s 
first dentist. The community started with a large saw and planing mill, and folks 
moved in rapidly with exploitation of the area’s rich timber resources. His practice 
grew in proportion to the rising population, and in time he called in other physicians 
to share the load. For many years, Doctor McIndoe served as physician and surgeon 
for the Soo Line and the Chicago and North Western. He was one of the founders of 
the Oneida-Vilas-Forest County Medical Society. His wife died early this year. Doctor 
Melndoe died in 1929. —From Wisconsin Medical Journal, July, 1958. 
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P ostgraduate Day 


in Occupational Medicine 


RGONOMICS, a new name for human engineer- 
ing, was identified as the frontier of indus- 
trial hygiene by THEODORE F. HATCH, Professor 
of Industrial Health Engineering in the Depart- 
ment of Occupational Health, Graduate School 
of Public Health, University of Pittsburgh in an 
address before 20 health administrators of the 
United States Steel Corporation who attended 
May 20, 1958, the first Postgraduate Day in Oc- 
cupational Medicine produced by the Department. 
PROFESSOR HATCH explained that human engi- 
neering has as its objective the design of overall 
conditions of work (tools, machines, methods 
and arrangement of work, and work environ- 
ment) such that the stresses imposed upon the 
worker are not in excess of his capacity to deal 
effectively with them; that is to say, without un- 
due strain upon him and without forcing the 
production equipment to operate below the level 
of its design capacity. 

PROFESSOR HATCH was one of three men from 
the School conducting a seminar for the visitors. 
The other two seminar participants were JAMES 
P. DUNN, M.D., Research Fellow in Epidemiology 
in the School’s Department of Epidemiology and 
Microbiology; and HARWOOD Ss. BELDING, PH.D., 
Professor of Environmental Physiology in the 
Department of Occupational Health. DR. DUNN 
spoke about the epidemiology of peptic ulcer, 
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and DR. BELDING spoke about the physiology of 
work in hot industrial environments. 

In discussing peptic ulcer, DR. DUNN empha- 
sized that one of the aims of epidemiology is to 
supply additional data concerning a disease that 
can be used by the physician in preventing or 
ameliorating the disease as it occurs in the indi- 
vidual. Like any other discipline it has its own 
techniques. The industrial community provides 
an excellent medium in which to apply these 
techniques since by definition epidemiology con- 
cerns itself with groups of individuals. 

DR. DUNN also stated that duodenal and gastric 
ulcer are often grouped together and reported as 
peptic ulcer; but there is much evidence that 
they may well be two different entities. Clinically 
their presenting symptoms, rates of acid secre- 
tion, and predisposition to malignant changes 
show marked differences albeit with some over- 
lapping. As regards treatment, the individual 
with a gastric ulcer is much more likely to come 
to surgery. Epidemiologically they differ as wit- 
nessed by different long term trends (i.e., duodenal 
ulcer is becoming more frequent), by different 
socioeconomic distribution (i.e., gastric ulcer is 
more frequent in lower classes whereas duodenal 
ulcer is equally distributed), and different geo- 
graphic distributions. 

DR. DUNN recalled that the biologic gradient of 


Dr. Albert A. Spritzer describes for 
K. M. Morse and E. W. Caughey, M.D. 
the workings of a metabolism cage for 
separating the excretions of rats which 
have been given the active isotope of 
mercury (Hg 203), in an experiment 
conducted in the radiation section of 
the Department of Occupational 
Health. In addition to its research 
program this section has responsibility 
for radiation safety on the University's 
campus and at other institutions in 
the Pittsburgh area, and presents the 
radiation health courses for graduate 
students majoring in one aspect or 
another of occupational health. The 
fuily trained industrial physician of the 
future will most certainly be expected 
to have a working knowledge of this 
new environmental hazard. 





Drs. H. E. Mathay and J. P. Replogle 
were among the listeners at demonstra- 
tions and discussions throughout the 
day. The program was designed to 
present the horizons of occupational 
medicine in terms of its experimental 
and educational aspects. Researches 
of another kind were also described: 
studies of clinical findings and health 
experiences of large groups of em- 
ployed people. Opportunities of this 
kind are readily available to industrial 
physicians, and can be productive of 
much information which is essential 
to effective clinical programs of pre- 


vention. 


a disease points up the frequency with which the 
disease is found in its various stages of severity. 
For both duodenal and gastric ulcer the largest 
segment of disease is found in the general popu- 
lation, and is usually not under medical care nor, 
indeed, even recognized. Hospitalized cases and 
mortality rates are reflective of only a small per- 
centage of the total cases active at any given 
time. This indicates that the place to study the 
disease is in the general population, and in this 
regard industry provides an excellent opportunity. 

DR. BELDING explained that his physiological 
heat studies are designed to answer the complex 
practical question, how may hot jobs best be 
managed to achieve efficiency of personnel with- 
out undue risk of injury to health? This question 
is to be answered only when several other prob- 








lems have been solved. Prominent among these 
is one dealing with the physiological heat load 
under various combinations of thermal condi- 
tions: relative contributions of wall and air 
temperatures, humidity and air speed, and the 
effects of grade of work, of posture, and of 
clothing. 

Another question DR. BELDING hopes to answer 
is, what are the physiological responses to work 
under very hot conditions? Before this can be 
answered, the physiologist must know the safe 
upper limits of body temperature, the heart rate 
as a limit criterion, the limits of sweat produc- 
tion, the differences in responses with sweating 
and evaporation as limiting factors, the special 
effects of high radiant heat applied over one side 
of the body, the adequacy of the worker’s distress 


Partitional respirometry, a pulmonary 
function test devised by Professor T. F. 
Hatch, utilizes the different solubilities 
of carbon monoxide, acetylene, and 
ethyl ether to detect levels of impair- 
ment in the three fundamental com- 
ponents of respiration: movement of 
air, transfer of gases across the internal 
surfaces of the lung, and the pulmo- 
nary bloodflow. The relative impairment 
of each component and its contribution 
to dyspnoea in a given case are often 
essential determinations in disabilities 
of occupational origin. Here Professor 
Hatch, who is second from the right 
in the photograph, is shown discussing 
the new test with Drs. S.F.Mehl, A.M. 
Edwards, R. B. O'Connor, and W. J. 
Helzlsouer, listed left to right. 
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for indicating approach to tolerance limit, and 
actions to improve tolerance. 

Two other questions posed by DR. BELDING in 
his studies are, what are the physiological events 
of recovery from heat, and what principles should 
yovern timing of the work-recovery cycle? 

A. G. KAMMER, M.D., Professor of Occupational 
Health and Head of the Department, began the 
day’s activities, of which the three-fold seminar 
was the final portion, with a general discussion 
in which he presented occupational health as the 
professional field which relates health problems 
to the circumstances of earning one’s living. The 
practitioner in this specialty must be able to 
solve problems that span two of the most ad- 
vanced areas of learning thus far developed by 
man — modern industrial technology and mod- 
ern health science. The objectives of the Depart- 
ment are three: To help increase the knowledge 
pertinent to occupational health through re- 
search; to increase the application of this know- 
ledge by direct services to industry and various 
agencies of the community; and to train young 
professionals for effective performance as spe- 
cialists. 

The visitors then toured the Department’s re- 
search and teaching laboratories to learn about 
projects chosen to illustrate a wide variety of 
the most technical aspects of occupational health. 
Among the laboratories the visitors saw were 


physiology, heat experiments; anechoic chamber, 
noise studies; radiation; toxicology; physiology, 
respirometry; carcinogenesis; chemistry; and in- 
dustrial hygiene. 

Guest participants in the day’s events were R. 
B. O'CONNOR, M.D., Medical Director of United 
States Steel Corporation; K. M. MORSE, the 
firm’s Industrial Hygienist; A. M. EDWARDS, M.D., 
Medical Director of the American Steel and Wire 
Division; J. C. HAYES, M.D., Chief Physician, Gen- 
eral Offices; W. K. RILAND, M.D., Chief Physician, 
New York Office; G. V. FOSTER, M.D., Pittsburgh 
District Surgeon; R. J. BENNETT, M.D., Chicago 
District Surgeon; J. F. NOVAK, M.D., Pittsburgh 
District Ophthalmologist; D. C. BRAUN, M.D., 
Homestead Works; E. W. CAUGHEY, M.D., Duquesne 
Works; H. H. CLAPPER, M.D., Roll and Machine 
Division; J. B. CLEMENT, M.D., Fairless Works; J. 
Cc. DONCHESS, M.D., Gary Works; W. J. HELZL- 
SOUER, M.D., Irvin Works; W. J. LACE, M.D., Van- 
dergrift Works; H. E. MATHAY, M.D., Youngstown 
Works; S. F. MEHL, M.D., Edgar Thomson Works; 
J. P. REPLOGLE, M.D., Johnstown Works; J. R. WED- 
DELL, M.D., Clairton Works; and C. R. ZEISS, M.D., 
South Works. 

Special visitors to the program were W. E. 
SCOTT, M.D., of Corby and Bilston, England; and 
RAMON VALLENAS, M.D., Assistant Director, Insti- 
tute of Occupational Health, Servicio Cooperativo 
Interamericano de S. P., Lima, Peru. 


Written Consent Preferable 


Ordinarily an operation or an autopsy must be performed strictly within the limits 
of the authority that has been given. Authority may be given, however, for the operat- 
ing physician to use his own judgment, and this usually should be demanded by the 
physician. Consent by word of mouth to an operation or an autopsy is probably the 
most common form of consent... Oral consent is, however, open to misunderstanding 
and may be difficult of proof. Whenever it is to be relied on, consent should be given 
in unequivocal terms, in the presence of one or more disinterested witnesses. Written 
consent to an operation or to an autopsy is by far the safest, for it permits a clear 
record of the nature and extent of the operation or autopsy that is authorized. If the 
patient is a minor, authority for an operation must come from his parents or guardian. 


—Bouard of Trustees, The Medical Society of the State of Pennsylvania. 
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nce again I must mention the current mem- 

bership drive. It is not undertaken for the 
sole purpose of adding a thousand new names 
to our roster. It is rather a definite plan to 
expand our average growth from about three 
hundred new members a year to a thousand a 
year. Our present membership of approximately 
three thousand five hundred constitutes less than 
five percent of the estimated total of physicians 
who are involved in some form of industrial 
medicine in the United States. Our modest as- 
pirations for the year are designed to serve the 
further purpose of attaining greater collective 
strength, power, prestige and knowledge in our 
field of endeavor. 

It will be through organizations such as ours 
that major contributions in the practice of good 
industrial medicine will be made. In turn, your 
efforts and mine through the Association will 
promote better medical care and higher health 
standards for the nation’s workers. The benefits 
of our combined efforts will accrue not only to 
the worker but to management and to our own 
profession. 


ith the acquisition of new members we must 

be particularly careful not to neglect the 
old. We must continue our effort to invite the 
greatest possible participation of our present 
members in the current affairs of our Associa- 
tion. This is not done for the purpose of impos- 
ing upon our members an artificial ritual of 
irksome or burdensome duties. As we grow and 
become a more influential voice in matters of 
occupational health, it becomes more and more 
important that our Association and its members 
accept the responsibility attending this growth. 
Therefore, considerable thought and discussion 
has gone into the matters of committee appoint- 
ments, selection of counselors and nominations 
for directors. All selections are made carefully 
and only with the approval of the officers. 
Through our committee on committees, the 
functions of the various committees are carefully 
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defined. Ad hoc committees have been appointed 
during the current year to cope with specific 
short-term problems. Issues requiring study and 
detailed consideration are referred to experienced 
men serving on these various committees. I am 
convinced that the appointees referred to are a 
hard working, energetic and devoted group of 
individuals. By spreading these responsibilities 
over our many committees and counselors and 
officers, a great deal of work is accomplished in 
a year’s time. 

I would estimate conservatively that at least 
a hundred people, every working day of the week, 
are doing something pertaining to the Associa- 
tion’s business. The work load of the officers has 
mounted year by year. Our liaison with the 
various phases of Association activities con- 
stantly is being expanded and requires more cor- 
respondence, more telephone calls and more 
meetings. 

Our members naturally play a very important 
part in exerting their influence through the 
channels available to them, such as their local, 
state and national medical societies. They are 
in a position to emphasize the impact of occupa- 
tional medicine in our present society at many 
levels. The extent to which we can stimulate 
the profession generally in helping us with the 
diverse nature of our activity is the extent to 
which industrial medicine becomes meaningful 
in any community where industrial manpower 
is employed. The many industrial and _ social 
problems confronting us today cannot be worked 
out in isolation. They can only be solved by 
close collaboration with the many disciplines in- 
volved. The strength of our Association depends 
upon the strength of the basic unit, the local 
medical society, the local component and the 
individual member. 
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Association News 


he Role of the Physician in Motor Vehicle Acci- 

dent Prevention. A Progress Report of the Com- 
mittee on Standards for Motor Vehicle Drivers of 
the Industrial Medical Association, by HAROLD BRAND- 
ALEONE, M.D., F.A.C.P., Industrial Medical Association, 
April 23, 1958, Atlantic City, New Jersey. 


*the leading cause of death in the United States 

for persons from one to 24 years, is accidents. 
Motor vehicle accidents account for 42% of all acci- 
dents. In the age group from 25 to 44 years heart 
disease is the leading cause of death, with accidents 
second, and cancer third. In the group of 45 years 
upward, heart disease and cancer lead accidents as 
the cause of death. There were a total of 95,000 
deaths due to all accidents in 1956. Forty thousand 
of these were due to motor vehicles. Any disease 
causing such mortality and morbidity deserves much 
more attention from the medical profession than it 
has received hitherto. 

Physicians have not yet realized the significance 
of their role in this important public health problem. 
They must lead the way in research to determine the 
relationship of physical and emotional problems to 
motor vehicle accidents. They must be critical in 
certifying persons for driving and assist in every 
way to convince their patients, who are not qualified 
to drive, to give up this privilege. 

Industry and industrial physicians have been 
interested in motor vehicle accident prevention for 
many years. In 1954, the Industrial Medical As- 
sociation was one of the first organizations to es- 
tablish a Committee to study motor vehicle accidents 
and to create standards for motor vehicle drivers. 

The Industrial Physician has the responsibility of 
evaluating the physical qualifications of commercial 
drivers through preplacement and periodic examina- 
tions and thus the uniaue opportunity to observe 
the commercial driver over a period of years and 
to compare his physical and emotional status to his 
accident record. It is the hope of our Committee to 
study the relationship of various organic and mental 
illnesses to the causation of accidents, to provide 
factual data, and to create standards for motor 
vehicle operators. 

I will briefly outline some of the work that has 
been accomplished during this past year by the 
Committee on Standards for Motor Vehicle Drivers. 

A study of the results of a questionnaire con- 
cerning the relationship of myocardial infarction to 
motor vehicle accidents was prepared and is being 
presented on this program. 

Another questionnaire is in preparation in an 
effort to determine valid statistical data on the 
relationship of various physical and mental illnesses 
tu motor vehicle accidents. Instead of submitting 
this questionnaire to large numbers of physicians 
in industrial and general practice, a small pilot 
study of carefully observed drivers in industry is 
being prepared at the present time. 

The Committee Chairman, HAROLD BRANDALEONE, 
M.D., has been invited to attend a special panel 
hearing by Congressman Roberts on motor vehicle 
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accident prevention. In addition a manuscript has 
been prepared for presentation before the Roberts’ 
Congressional Committee investigating traffic acci- 
dents, and will be presented to that Committee. 

A symposium by members of your Committee was 
published in Scope Weekly in March, 1958. 

A close liaison exists between our Committee and 
the AMA Committee on Medical Aspects of Auto- 
mobile Injuries and Deaths. 

The members of our Committee have published 
a manuscript “Recommendations for Medical Stand- 
ards for Motor Vehicle Drivers.” This publication 
prescribes the basic physical and mental qualifica- 
tions for drivers. It recommends the type of history 
and physical examination, as well as the frequency 
with which such examinations should be performed. 
Included is a chart with specific medical conditions 
that would disqualify civilian, commercial vehicle 
and transportation drivers. This chart can be used 
as a guide and reference for anyone interested in 
certifying drivers. 

Drivers may be classified into two general types: 
civilian or private drivers, and commercial or in- 
dustrial drivers who drive for a living. The latter 
includes drivers of trucks and drivers of trans- 
portation vehicles. The transportation driver should 
be under the most rigid regulations. The commercial 
vehicle driver should be supervised more carefully 
than the nonindustrial driver. 

It is recommended that civilian drivers up to the 
age to 45 years should be examined every three 
years, and after 45, every two years. Industrial 
and transportation drivers should have a preplace- 
ment examination and periodic physical examination 
every two years up to the age of 45 and annually 
thereafter. 

Briefly, any candidate should be rejected if he 
presents a disability that could suddenly mcapacitate 
him and be the direct cause of an accident. However, 
candidates should also be disqualified for conditions 
that may be indirectly incapacitating. For example, 
severe hemorrhoids may cause a bus operator so 
much discomfort, that his attention may be diverted 
and cause him to be involved in an accident. A 
candidate for the job of driving a commercial vehicle 
or truck who has tuberculosis or a severe low back 
syndrome should not be qualified for the job if he 
is required to do heavy lifting. In industry a 
thorough knowledge of job requirements is necessary 
in order to evaluate the candidate properly. When 
the candidate is finally accepted, he should be put 
through a rigid training program with instructions 
on how to drive and avoid accidents and should be 
brought back for retraining and medical examina- 
tions at periodic intervals. 


Medical Factors 
The medical factors in motor vehicle accident 
prevention consist of organic disease, or physical 
factors, psychological factors, and drug factors. 
Physical Factors 


It is realized that statistical data concerning the 
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role of each medical defect as a potential driving 
hazard is needed. However, because of the present 
high mortality and morbidity of motor vehicle acci- 
dents, we must not delay until the results of properly 
controlled studies are obtained. Based on our knowl- 
edge of physiology and clinical medicine, we feel 
that a medical opinion can be formulated as to the 
potential danger of various pathological states. 

For example, a diabetic on insulin who has insulin 
reactions or a patient with uncontrolled convulsive 
seizures should not be permitted to drive. Certain 
neurological conditions that might be suddenly in- 
capacitating should be disqualifying. Certain heart 
conditions (such as aortic stenosis, congestive heart 
failure, carotid sinus syndrome, Adams-Stokes syn- 
drome, or any other cardiac condition) that might 
suddenly incapacitate the driver, should be dis- 
qualifying. 


Psychological Factors 


Based on our experience in industry, it is our 
opinion that psychological testing can be an im- 
portant tool in the selection of a motor vehicle 
operator. It is also our hope that simple, practical 
and brief screening tests will be developed for use 
in industrial and licensing procedures. However, 
up to the present time, no simple practical group 
of tests has shown satisfactory results. 

We realize that the problem of accident prevention 
is complex. The psychological factors involved in 
accidents are difficult to determine or prevent. It 
is known that there are a few persons in every group 
who are accident-prone or accident repeaters, but 
the majority of persons who are considered to be 
normal may become emotionally disturbed by tem- 
porary external stimuli and become involved in an 
accident. 

Some people suffer acute episodes of stress and 
as a result drive recklessly on occasion. I am sure 
that all of us have gone through the tense emotional 
periods when we were late for an important ap- 
pointment and neglected to adhere to good safety 


precautions. 
Drug Factors 


Alcohol is known to be the most important drug 
factor in accident prevention. The treatment is sim- 
ple. Persons drinking alcohol should not drive. 

Antihistamines and tranquilizing drugs, which 
might induce drowsiness must be prescribed with a 
great deal of caution to persons who drive motor 
vehicles. We do not question the value of these 
drugs, but wish to call to the attention of the at- 
tending physicians the possible deleterious effect 
upon driving ability. It has been shown that some 
antihistamines are almost as potent as barbiturates 
in inducing drowsiness and sleep. As a matter of 
fact many proprietary preparations which are sold 
for the sleep producing effect are essentially anti- 
histamine preparations. It must be remembered that 
most proprietary cold medications contain  anti- 
histamines. 

Drugs for the treatment of hypertension carry a 
potential danger because of the hypotensive effect 
as well as the sedative effect. 


Amphetamine and Benzedrine, and the other 
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stimulating drugs are dangerous only because the 
driver depends on the medication to overcome over- 
whelming fatigue which they will not do, so the 
driver frequently remains or soon becomes drowsy 
again. 

The need for research is essential. Confirmation 
of the relationship between certain physical condi- 
tions and accident causation is desirable. These 
studies must be performed under strict medical 
control. 

In summary, the responsibility of the physician 
is as follows: 

1. To acquaint himself with the physical and 
mental factors affecting individual driving capacity. 

2. The physician should persuade his patients 
with a disabling disease to give up driving. 

3. In Industry the physician should perform pre- 
placement and periodic examinations of drivers and 
evaluate their disabilities. 

4. Physicians should maintain adequate records 
to assist in collecting data to determine the relation- 
ship between disease and accidents. 

5. In addition to being a good physician, he should 
provide leadership in accident prevention by en- 
couraging: 

a. Law enforcement agencies to improve their 
methods of policing and reporting accidents. A merit 
system should be created to control licensing and 
retraining. 

b. Driver education of adults and high school 
students. 

c. The examination for licensing of motor vehicle 
drivers should be made more rigid. Physical, mental 
and psychological tests should be performed for the 
first license and periodic re-examination should be 
done at regular intervals. Some disabled individuals 
may be granted temporary licenses with frequent 
physical examinations performed by qualified spe- 
cialists. 

d. The automotive engineer and automobile manu- 
facturers to stress safety in automobile design. 


Science Miniature 


Immunization Register 


for Tetanus 


N. GILLMOR LONG, M.D. 
Medical Director 
Lumbermens Mutual Casualty Company 
Chicago 


ll past armed service personnel will recall how 
carefully guarded were their personal immuni- 
zation records. On change of station or theater of 
war, failure to produce authorized initialed forms 
usually meant repeated wholesale immunizations. 
It is suggested that all industrial medical de- 
partments dealing with acute industrial injuries 
give to the recipient of a tetanus antitoxin, toxoid 
or booster injection, a printed slip with the patient’s 
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name, and ruled spaces for the date of the injection 
and type of tetanus immunization. This is of value 
to the attending physician in the event of a future 
injury, and in cases of tetanus antitoxin or toxoid 
being given within 12 to 15 months time, sequalae 
attendant upon any serum administration may be 
avoided by the use of a reasonably nonreactive 
tetanus toxoid. 

Many of the patients we see have no idea of the 
time of previous injections and quite often confuse 
the antimicrobal drugs with the lockjaw injection. 
Very often a patient hasn’t the slightest idea of 
who treated him, and in this case the name and 
address of the physician printed in the lower right 
hand corner of the card is a great help in case a 
confirmation telephone check is indicated. 

If the worker is a diabetic, that may be added to 
the card. Blood type also could be indicated. Many 
lives may be saved and periods of disability short- 
ened, if such information is available. 

An immunization register for employees is not a 
new idea, but in actual practice and dealing with 
thousands of industrial first aid injuries, I have yet 
to see such pertinent data used routinely. It is such 
an inexpensive, time saving device that Joe Work- 
man is entitled to it for future emergencies. Such a 
constant reminder of the previous accident may have 
an indirect psychological effect in offsetting future 
carelessness on the part of the worker. 

As important as the completed immunization form 
information may be, it is equally important that the 
worker fully understand the necessity of carrying 
the slip in his wallet at all times. A few seconds 
explanation should be given explaining the life- 
saving value of tetanus immunization or continued 
immunization of a booster injection far outweighing 
the occasional temporary crippling of a severe serum 
neuritis. Most workers then feel as though they had 
received something extra in medical protective value. 
All realize the dangers of lockjaw and prefer to 
side-step the potential serum reactions. 


Letters 


Do-It-Yourself Hazards 


everal years ago, when the “do-it-yourself” fad 
\" was beginning to assume the proportions of a na- 
tional hysteria, Industrial Medicine & Surgery pub- 
lished an editorial that forecast that this sort of 
“work” would result in a tremendous number of 
accidents. The editorial was pessimistic enough to 
predict that from about seven to nine in the evening 
physicians were going to be kept busy attending to 
do-it-to-themselves victims. 

The statistical period has now arrived and Indus- 
trial Medicine & Surgery stands as an established 
prophet. The estimate of the institute of Safer 
Living, predicted upon past occurrences, is that for 
the year 1958 the number of “do-it-yourself” ac- 
cidents will exceed 700,000. 

This destressing figure probably overreaches by 
far any number that Industrial Medicine & Surgery 
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secretly harbored at the time of its initial forebod- 
ings of evils to come. —H. H. HARDEE 


Kooks 


New Specialty? 
L"= INSURANCE AND MEDICINE, THE PROGNOSIS AND 
UNDERWRITING OF DISEASES: HARRY E. UNGER- 
LEIDER and RICHARD S. GUBNER. Charles C. Thomas, 
Springfield, Illinois, 1958, pp. 994, $16.50. 

This book with its 54 authors and 61 chapters is 
based on the premise that insurance medicine is in 
itself a medical specialty. That position is not chal- 
lenged. Far from it, the point is made that if it be 
not a medical specialty now, this scholarly and 
forceful book may go far toward establishing it as 
such. This book in part deals with the philosophies 
of life insurance medicine with emphasis on its 
apartness in concepts and objectives from preventive 
and curative medicine. This language becomes perti- 
nent to a review: “Unlike clinical medicine, which 
deals chiefly with problems of the present, insurance 
medicine is concerned to a greater degree with the 
remote future, specifically the life expectancy of the 
individual, and in that function the physician plays 
the role of prophet rather than healer. To a greater 
extent than in clinical medicine one must rely more 
heavily on objective findings than on symptoms, and 
accordingly, “signes to guesse by,’ to use Thomas 
Hobbes’ phrase, assume importance. Basically life 
insurance is concerned with the prognostic aspects 
of disease. Complete study is not regularly feasible 
as it is in clinical medicine. Consequently, insurance 
medicine is more empiric and it becomes perforce 
necessary to evaluate mortality experience in terms 
of particular impairments or findings rather than 
disease entities. 

“Frequently physicians fail to understand what 
appears to them as a rigorous attitude by life in- 
surance companies in respect to various minor im- 
pairments. Obesity, albuminuria, glycosuria, eleva- 
tion of the blood pressure or heart murmurs may 
not in themselves call for any treatment or restric- 
tions of the patient’s activities. Yet statistical ex- 
perience has shown that these may be attended by a 
very significant shortening of life expectancy, parti- 
cularly when several such impairments occur to- 
gether. In life insurance one can not deal with the 
individual but must consider each impairment from 
a statistical viewpoint. It is recognized perfectly 
well that adequate medical care may minimize the 
significance of a particular impairment. However, in 
life insurance, judgment must be based not on the 
best care available in a particular case, but on the 
over-all average experience.” 

Extensive but still inadequate treatment is de- 
voted to occupation and life insurance. The truth 
is that no mortality tables by occupation are finally 
acceptable. Were they at hand, the industrial physi- 
cians on a backtracking basis better might appraise 
damaging qualities of jobs and trades not now 
known. That millennium still is awaited. 





British on Dusty Minerals 

-yNEUMOCONIOSIS: P. F. HOLT. Edward Arnold Ltd., 

London, 1957, pp. 268, with illustrations, $8.00. 

The title of this book implies that it might prove 
to be a clinical text. Instead, it is a book filling a 
more distinct need at this time. Foremostly it is de- 
voted to the chemistry, mineralogy and physics of 
silica-bearing and other minerals chiefly in their 
dusty form. This publication provides a wealth of 
superb background material, a firm grasp of which 
is indispensable to the clinical approach to the pneu- 
moconioses. The apartness of this text to the 
clinical is manifest in the major chapter headings, 
such as: The Structure and Properties of Some 
Industrial Minerals, The Chemistry of the Surfaces 
of Minerals, The Chemistry of Silicic Acid, The 
Solubility of Silica and Silicates, The Interaction of 
Silicice Acid with Tissue Components, Physiological 
and Pathological Effects of Administered Silica in 
Tissues other than the Lung, The Solubility Theory 
of Silicosis, The Effects of other Siliceous Dusts, 
The Effects of Some Non-Siliceous Dusts, The Meas- 
urement of Dust Concentration. 

The immediate appeal will be to the industrial 
hygienists. From now on there will be widespread 
leaning on this text by the hygienists both in field 
and research work directed to dusts. Few physicians 
beyond those devoted to occupational diseases will 
be attracted by this book. The industrial toxicologist 
quickly will find that this publication stands tall in 
its portrayal of the generation of the pneumo- 
conioses. 

Always it is a miracle that any author is able to 
present scores upon scores of literature citations 
without perpetuating old errors and creating new 
ones. In that respect this publication is no miracle. 
It teems with errors. At first that disclosure made 
this reviewer wary that such deficiencies might 
pockmark every page. That suspicion was unwar- 
ranted. The text is faithful to facts. This being a 
British product, the last chapter, which is devoted 
to compensation and factory regulations, is without 
application in the United States. 


For Nurses? 


NAESTHESIA FOR NURSES: ERIC GODWIN. John 
Wright & Sons, Ltd., Bristol, England, 1957, 
pp. 98, $2.50. 

Nurses of the British Isles are trained in and may 
legally do many things unexpected in their American 
counterparts. Thus, for the Mountain Obstetrical 
Services, a traditional bright spot in Kentucky, long 
it has been necessary to import those valiant nurses 
from England since there they are well trained in 
midwifery. Not so to an equal extent in the United 
States. The same applies to anesthesis for nurses 
in this country. This British book, addressed fore- 
mostly to the nurse of the United Kingdom, contains 
many items and procedures illegal for nurses with- 
out special training in this country. So the yellow 
flag of caution. Yet this book is admirable and fetch- 
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ing for its readable qualities, particularly as to the 
history of anesthesia. A few snatches are intro- 
duced: “Mandragora wine was given by the ancient 
Greeks before operation: ‘.. . this bringeth sleep, 
it casteth men into a trance or a deep terrible dream, 
until he be cut of the stone.’ It was used by the 
Romans to relieve the sufferings of the crucified, 
and remained in use down to the thirteenth century 
as an anesthetic. 

“ ‘Sleeping apples,’ sponges impregnated with 
suitable drugs, were used by the ancients. The com- 
position of these sleeping apples is interesting: 
‘opium, mandragora, juice of water hemlock, seeds 
of hyoscyamus, and to these musk is added to im- 
part an agreeable odour, collected in a mass as large 
as one can hold in his fist.’ This, ‘when repeatedly 
smelt, softens down and binds the eyes in sleep.’ 
In a crude way this provided premedication with 
omnopon (opium) and scopolamine (hyoscyamus) 
plus other sedative drugs. 

“The ancients, however, had no means of knowing 
the strength of their potions, so that patients were 
often either under-dosed, with poor relief of their 
pain, or over-dosed and killed. 

“Larrey, Napoleon’s surgeon-in-chief, used the 
numbing effect of cold in order to amputate limbs 
painlessly on the battlefield.” 

Ether reached England about 1846. Its first use 
leads to this eyewitness account: “I can see Liston 
now, as he said to the students, with playful eye and 
doubtful mouth: ‘Gentlemen, we are going to try a 
Yankee dodge for making men insensible. This man’s 
leg has to come off above the knee, and my friend 
Mr. Squire is going to give him Ether so that he 
won't feel it.’ When Squire was giving the an- 
esthetic Liston leaned against a bench, trying the 
point and edge of his long amputation knife and 
smiling incredulously as the poor owner of the 
doomed leg hissed and snorted under the process of 
inhalation. Ether was not so pure and the apparatus 
not so handy as it is now, so perhaps Doctor Liston 
was a little impatient to get on with his work; but 
at length Peter Squire said: ‘He is quite ready 
now.’ 

“Liston’s knife flashed in the air. I took out my 
watch to count the time, and the leg was on the floor 
in six and twenty seconds. As if it were yesterday, 
I remember the expression on Liston’s face as he 
turned round to us students and said ‘This Yankee 
dodge, gentlemen, beats mesmerism hollow.’’ 

British authors have a way of using their own 

language to the dismay of some American readers. 
At one point this baffling sentence appears: “ 
It is the responsibility of the nursing staff to ensure 
that an adequate stock of poisons and dangerous 
drugs is maintained . . .” At once the shrill cry of 
“foul” will be heard; “that language is taken out of 
context.” So it has been, but the reviewer perforce 
must apply whatever wiles he may possess to the 
end that hopefully the review may have small por- 
tion of the charm of the book itself. 
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New York State's Anti-Age Discrimination Labor Law 


2 anted Stenographers must be under 

35.” That want ad and any similar ones 
in any New York paper are illegal and may lead 
to severe penalties. No employment form may 
provide a space for “age” or “date of birth.” 
One may ponder what might happen when an 
advertising agency needing a photogenic tooth- 
some model in the promotion of some client’s 
wares found itself after legalized antiage ad- 
vertising confronted with a wheeled-in arthritic 
famous as a model in the Floradora Girl period 
of ancient but happy memory. 

If this form of legislation should become na- 
tionwide, perchance it might reach into the 
military services, prohibiting the mention of 
age requirements in its recruitment. The nation 
might find itself defended by regiments of septua- 
genarians electing army life in preference to 
old men’s homes. Prior military service in the 
Spanish-American War might go far in provid- 
ing enlistees an advantage. 

Yielding to employer’s outraged protestations, 
the responsible New York Commission already 
has capped its horns through certain concessions 
as to age inquiries. Among others are these 
three: 

An employer requires age information in order 
to check upon an applicant’s personal history, 
educational background or prior work record. 
An applicant is required to give his age to a 
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medical examiner in connection with a _pre- 
employment medical examination. An employer 
requires age information in order to carry out 
a policy of advising prospective employees of 
their potential rights under the employer’s pen- 
sion plan and insurance systems. 

Manifestly there are many tasks and occupa- 
tions that successfully and safely may be plied 
only by those in decades under fifty. The com- 
pletely unassailable example may be found in the 
professional baseball player. The worker appli- 
cant’s own interests often may be served by the 
disclosure of the true age. A protective grace 
may be found in the fact than anyone with vision 
better than 20/400 might reach the accurate 
conclusion that a 64 year old oldster was not a 
20 year old youngster. Otherwise, under this 
law, some of these seniles might be jockeying 
the horse races at Belmont Park. 

For those who are uninitiated, this form of 
legislation appears to be largely self-defeating. 
Apart from devices such as hiring halls, a score 
of subterfuges will be found to keep the elderly 
spinsters out of the cheesecake department. No 
less, one advantage stands out boldly. Since the 
time of Helen of Troy women have gently in- 
dulged in lying about their age. Now these 
women by law are being made over into more 
honest beings. Henceforth it becomes a crime 
even to inquire about their years on earth. 
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Carcinogens 


Versus Cancerigens 


hen the ancient Greeks created their word 
W “karkinos” from which springs our “car- 
cinoma,” this term was descriptive of all manner 
of new growths. This was the equivalent of the 
Latin “cancer,” applicable to all malignancies. 
‘he Greeks, having no concept of cellular morph- 
ology, could have made no use of their word 
“enithele”’ as descriptive of any cellular tissue. 
To them epithele, from whence comes our “epi- 
thelium,” merely related to something on the 
nipple. Centuries later at the hands of nearly 
modern pathologists ‘‘carcinoma” was allocated 
to a restricted use as descriptive only of malig- 
nancies involving the epithelial tissues. At about 
the same time the “sarcoma” from the 
Greek “sarkos’”’ was assigned as descriptive of all 
malignancies with origin within tissues of con- 
nective tissue antecedence. Thus the original 
meaning of “carcinoma” as all inclusive of can- 
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cerous growths was submerged but not lost. 

Occupational health, perhaps more concerned 
with the extrinsic causes of malignancy than 
other branches of medicine, finds itself compiling 
lists of agents producing neoplastic growths, 
chiefly the “carcinogens.” Endeavoring to live 
up to the medical agreement that carcinomas re- 
fer only to new growths of epithelial origin, one 
engenders reluctance in referring to beryllium 
compounds, for example, as they produce sar- 
comata in bony structures as “carcinogens.” To 
avoid seeming warp of the terminology, there 
has crept into wide use the term “cancerigen” 
as the all-inclusive one. However strong the im- 
pulse to adhere faithfully to nomenclature agreed 
upon, there is no warrant for the use of ‘“can- 
cerigen.”’ This may be found in some publications, 
but not in the superior dictionaries — medical 
or general. The leap must be backward to the 
original meaning of carcinoma. All agents that 
provoke malignancy, with propriety and author- 
ity should be designated as “carcinogens.”’ 

In the foregoing, the emphasis is upon ‘‘ma- 
lignancy.” By no sanction may carcinogen or car- 
cinogenic be related to benign tumors of any 
nature. Not possibly might a suspected extrinsic 
cause of a lipoma be labeled as a carcinogen. 
Should occasion arise for the use of such a term 
and equally so for all benign growths, an all- 
embrasive one stands ready. This is “neoplasti- 
genic agent.” 

Without it being true, occupational 
widely is described as a new scientific field. To 
the extent that the statement is true, here in its 
early life the need is for espousal of purity in 
its language. “Cancerigen” is not for the purists. 
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The General Practitioner 
and Industrial Medicine 


HE general practitioner does not have to be- 

come a specialist to enter part-time industrial 
practice any more than he must be an ophthal- 
mologist to prescribe for the more common eye 
diseases. But he does need to devote some in- 
tensive study to the subject. He should spend 
some time observing working conditions at the 
plant where he may serve, or where his private 
patients are employed, and he should acquire the 
habit of asking all his patients: “What is your 
job?” 

The general practitioner in successful part- 
time industrial practice knows his medicine. He 
recognizes that the mere presence of a_ toxic 
agent does not necessarily mean that the ex- 
posure is excessive or that injury will occur. 
He evaluates his patients’ ailments in the light 
of both their occupational and nonoccupational 
activities. 

He realizes that he has available the services 
of industrial health consultants in state health 
departments, medical and engineering schools, 
and in private practice. In contrast to this situa- 
tion, the physician who isolates himself from the 
bursting occupational health scene might not 
best serve his patients, his community, and his 
profession. 

In Detroit several years ago, for example, a 
doctor examined his thin, ashen-faced patient — 
a factory spray painter — and gave a diagnosis 
of lead intoxication. But as it turned out, there 
was no lead in the factory paint; the patient 
actually was suffering from-a_ nonoccupational 
primary anemia. With a little conscientious prep- 
aration the private practitioner may avoid such 
unnecessary mistakes. 

In another Midwest community, all 100 em- 
ployees of a plant handling glass fibers were 
on the point of walking off their jobs last fall 
when a woman worker showed up wearing a 
gas mask. She said her physician advised that 
she wear a gas mask to protect her lungs at 
work. The walkout was averted when everyone 
was assured there were no respiratory hazards 
in handling fiber glass. Open and clear communi- 
cation in all branches of medicine can forestall 
such situations, situations which are embarrassing 
both to management and the Medical Director. 

In any circumstances, the general practitioner 
called upon to engage in some industrial medical 
activities will serve to the best advantage in 
proportion to his familiarity with plant opera- 
tions and procedures. E. A. IRVIN, M.D., 

Medical Director, 
Ford Motor Company 
Dearborn, Michigan 
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